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Supply Co., Inc. 


Announce 


The opening of their new Surgical Instrument and Hospital Sup- 
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Management DIARRHEA 

of an The importance of nourishment in intes- 
Infant’s Diet tinal disturbances that are so common during 

















the warm weather is now recognized by 
physicians, and it is also appreciated that the 


nutrition furnished must be somewhat different than the milk 
modification usually supplied to the normal infant. 

Food elements that seem to be particularly well adapted, 
mixtures that are suitable to meet the usual conditions, and the 
general management of the diet, are described in our pamphlet 
—The Feeding of Infants in Diarrhea”—a copy of which 
will be sent to any physician who desires to become familiar 
with a rational procedure in summer diarrhea. 
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Original Communications 


THE RELATION OF FOCI OF INFECTION 
TO THE GRAVE ANEMIAS.* 
By FREDERICK C. RINKER, M. D., Norfolk, V9 
Visiting Physician, Sarah Leigh Hospital 

The progress of medicine has greatly re 
duced the use of indefinite terms as applied 
to disease conditions, by the demonstration of 
their true etiology and pathology. So, we 
have come to view such terms as idiopathic. 
essential, ete.. as admissions of ignorance. 2 
viewpoint which is destined to bear fruit in 
the future and a more exhaustive study of 
the illusive clinical conditions. In this we 
should consider so-called primary pernicious 
anemia. 

Though no classification of the anemias 
from a clinical viewpoint has as yet been es- 
tablished as wholly satisfactory, a separation 
as follows may prove helpful: 

1. Those due to hemorrhage. 

2. Those due to defective or decreased blood 
formation. 

3. Those due to increased blood destruction ; 
the hemolytic anemias. 

The following separation of the hemolytic 
anemias is suggested. 

(1) Hemolytic anemias resulting from the 
focalized infections. 

(2) Hemolytic anemias resulting from syph- 
ilis, 

(3) Hemolytic anemias resulting from neo- 
plasms. 

(4) Hemolytic anemias resulting from the 
invasion of parasites. 

(5) Hemolytic anemias due to certain chem- 
ical poisons, as potassium chlorate; nitroben- 
zine and the snake venoms. 

(6) Hemolytic anemia which accompanies 
congenital icterus. 

The hemolytic anemias resulting from fo- 
calized infection have, I believe, been mis- 











*Read at a meeting of the Norfolk County Medicai 
Society. 


named as idiopathic anemia, Addison's ane- 
mia, Biermer’s anemia and pernicious anemia. 
This paper is devoted to this group. 

The biood picture of secondary hemolytic 
anemia of known origin may so simulate the 
so-called pernicious anemia picture as to be 
almost indistinguishable from it. These grave 
secondary anemias form a group recognized 
as curable by removal of the cause, thereby 
indicating the possibility of ultimately elimi- 
nating the terms “pernicious” and “primary.” 

Hunter has called attention to the fact that 
severe anemias may have their origin in sep- 
tic conditions of the mouth, especially in dis- 
eased conditions about the roots of teeth and 
pyorrhoea alveolaris. He calls these septic 
anemias and refers to them as Addison’s ane- 
mias. 

If severe anemias can result from infection 
in the mouth, why may they not also result 
from focalized infection elsewhere in the 
body? In most cases of acute or chronic in- 
fection there is an accompanying anemia of 
varying degree which is apparently depend- 
ent upon the toxicity of the infecting agent 
and individual body resistance. 

The endotoxines or bacteremia resulting 
from infection may cause either an hemolysis 
vor a paralysis of the ervthrogenetic center. 
Evans says: “That bacteria may invade the 
bone-marrow without ‘resulting suppuration 
is possible, the bacteria are probably rapidly 
destroved and the resulting endotoxines pro- 
duce a faulty hyperplasia seen in severe types 
of anemia.” Such toxicity may call upon the 
hlood-forming organs for more rapid produc 
tion, and as a result the infantile forms are 
forced into the circulating blood from the 
ervthrogenetic center, thus accounting for the 
presence of megaloblasts and normoblasts 
found in the blood picture of the graver ane- 
mias, 

In a series of cases studied during the past 
five vears, IT have noticed rapid recovery in 
the blood picture and symptoms of patients 
suffering from severe anemia, following the 
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removal of infectious processes in which the 
infecting organisms seemed to possess marked 
hemolytic properties. This suggests the pos- 
sibe etiologic relation of certain infections 
to the graver types of anemia. 

The symptoms of these cases were as fol- 
lows: 

1. A gradual onset of weakness and fatigue, 
increasing pallor, loss of weight, marked ner- 
vous irritability, dyspnoea, gastrointestinal 
disturbances of varying degree, insomnia and, 
at times, edema of the extremities. Some cases 
exhibited an afternoon rise in temperature. 
Several of the series complained of numbness 
in the feet and legs and exhibited an ataxia, 
indicating spinal cord anemia as described by 
Bassoe, Billings, and others. Paresthesia and 
sometimes anesthesia may be included in the 
symptomatology. 

The blood pictures presented a high degree 
of oligocythemia with relatively high color 
index, poikilocytosis, anisocytosis and, in some 
of the cases, nucleated red cells. The leu- 
cocytes were at times slightly increased, but 
usually there was a leucopoenia. 

In the entire series of 20 cases some focus 
of infection was located. Twelve of these 
cases were cured and six, were much improved 
following the removal of infections and gen- 
eral treatment. Two cases died while under 
treatment. 

It is scarcely necessary for me to emphasize 
the necessity of painstaking regimen in the 
diagnosis and treatment of the anemias. Hun- 
ter has called attention to the importance of 
not being content with a single measure in 
the care of these cases, and insisted upon “The 
general management of the case with close 
observation of all its features, especially of 
its fever and its hemolytie symptoms, extend- 
ing not only over the period of acute illness, 
but also over many months and years subse- 
quent to the first remission.” Thus, when the 
symptoms and blood picture of a patient in- 
dicate a severe type of anemia with a rela- 
tively high color index and abnormal red cells, 
it is our duty to begin a thorough search for 
some underlying cause. Hemorrhage, intes- 


tinal parasites, syphilis, neoplasm, chemical 
poisoning, ete., being eliminated, we then 
turn to the question of focalized infections. 
In this study the open avenues of infection 
should be given first consideration for the 
localization of possible infectious processes 
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in the teeth, tonsils, nose and accessory sin- 
uses, remembering that infection may exist 
in the nose and sinuses without suppuration, 
and secondly, our attention should be diverted 
to the ear, gall-bladder, appendix, heart, joints 
and genito-urinary tract for some possible 
secondary focus of infection. 

An infectious process or processes having 
been located, the following routine treatment 
is suggested : 

1. The patient should be put to bed at ab- 
solute rest. 

2. The diet is of great importance, such 
foods being given as will give the greatest 
amount of nourishment. Feeding should be 
given frequently, every 3 or 4 hours, and in 
small quantities. 

3. Mild sedatives may be used to encour- 
age sleep, if necessary. 

4. Iron and arsenic are indicated especially 
in these cases in order to stimulate the blood- 
making organs. These drugs are utilized to 
best advantage when given hypodermically: 
I prefer the ampule preparations prepared by 
the various drug houses. One ampule of iron 
and arsenic may be given intramuscularly 
twice a day or sodium cacodylate gr. 1 or 11 
may be used once a day. The kidneys should 
be watched carefully during the administra- 
tion of these drugs. 

5. These patients may be prepared for sur- 
gical intervention as soon as possible. Some 
of the anemia patients have a tendency to 
hemorrhage, particularly those showing some 
evidence of purpura hemorrhagica. The co- 
agulation time, if taken, wiill be a guide in 
these cases and, if found to be increased, I 
have used horse serum to the exclusion of 
other materials which tend to shorten the 
clotting time, with excellent results in prepa- 
‘ation of the patient for operation. 

The cases bear the operations necessary for 
the removal of the primary foci of infection 
very well. Surgical procedures should be 
done under local or gas-oxvgen anesthesia if 
possible. The removal of primary foci is 
usually followed by rather rapid improve- 
ment in the blood picture and general condi- 
tion of the patient. If a secondary focus ex- 
ists in gall-bladder, appendix, prostate, etc.. 
it ean be removed after the patient has been 
gotten into better shape. Barker reports a 
ease with 38% hemoglobin and 1,400,000 
red cells from whom several infected teeth 
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were removed. The operation was followed 
by rapid improvement in the patient’s condi- 
tion, and after the hemoglobin had reached 
§0% the patient’s prostate was successfully 
removed. One of my cases, having hemoglo- 
bin of 25% and red cells of 1,020,000, was 
treated routinely until the hemoglobin reach- 
ec 55% and red cells 2,600,000, when the ton- 
sils were removed. Later, after the hemo- 
globin had reached 80% and red cells 4,200,- 
000, her gall-bladder was successfully re- 
moved. 

Blood transfusion is of value in preparing 
these cases for early operation, but it is not 
recommended as a curative measure. 

Following operative procedure, it is im- 
portant to continue the general hygienic care, 
rest. diet, and iron and arsenic treatment, 
until there has been a definite improvement in 
the blood picture. The patients being allowed 
up may gradually resume the activities of life 
as the general condition and blood picture ap- 
proach normal. 

ConCLusions. 

(1) It is suggested that focalized infec- 
tions may be the underlying cause of the so- 
called idiopathic and primary types of ane- 
mia. 

(2) After the removal of primary foci of 
infection. a thorough search for secondary 
foci should be made, and they should be re- 
moved. 

BisiiocraPny. 
Hunter: “Grave Anemias,” 1917. 
Evans, J. L.: “Focallized Infections,’ 
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DISCUSSION. 

Dr. J. L. Rawls: If © understood Dr. Rinker’s 
paper correctly, he would do away with the term 
primary anemia in all cases except the anemia due 
to hemorrhage. He considers all other anemias 
secondary with some variation in the blood picture. 

As regards the removing of spleens referred to 
by Dr. Winston, in pernicious anemia cases, Percy, 
Ochsner’s associate in Chicago, began removing 
spleens in these cases several years ago. They 
have reported a sufficient number of cases in which 
they have apparently arrested an otherwise hope- 
less condition, to make it appear a worth while 
procedure. They report one case living and well, 
I think, eight years after a splenectomy. 

The last time I was at Augustana, Dr. Ochsner 
was removing the spleen, gall-bladder and appen- 
dix all through the same incision. This sounds like 
a very formidable proceding, but in Dr. Ochsner’s 
hands it takes about thirty minutes. These pa- 
tiests were first transfused, generally from two te 
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four times before operation. He did not mention 
the possibility of a focalized infection in the gall- 
bladder or appendix, that I recall, but I did hear 
him say that the spleen, normally the burying 
ground of worn out red blood corpuscles, in these 
cases apparently ran wild and destroyed good as 
well as bad red cells, so he took it out. 

Dr. Smith, who has just returned from Rochester, 
says that they have abandoned the practice of re- 
moving spleens in pernicious anemia cases at the 
Mayo Clinics. 

Dr. W. B. Martin: Dr. Rinker has given us an ex- 
cellent classification of the anaemias in that he 
has divided them into groups depending upon 
whether the anaemia is due to blood loss or destruc- 
tion, or whether it is due to deficient blood forma- 
tion. This is the classification now generally ac- 
cepted as the rational one and is much to be pre- 
ferred to the old division into primary and second- 
ary groups. 

The so-called pernicious anaemias, under dis- 
cussion tonight, fall in the group of hemolytic anae- 
mias. There is no doubt that the term primary or 
pernicious has been used to include grave anaemias 
due to various causes. Gradually, the etiology of 
certain cases has been established and groups due 
to carcinoma, lues, chemical poisons and parasitic 
infections have been separated. There still re- 
mains a group of grave anaemias concerning the 
etiology of which we know practically nothing. Dr. 
Rinker’s assumption is, I believe, that all cases of 
the pernicious type of anemia not due to one of 
the factors mentioned above are the result of focal 
infections. 

This is certainly a difficult thesis to establish. 
The mere fact that a focal infection exists in the 
body coincident with a grave anaemia does not 
prove that the anaemia is due to the infection. 
Spontaneous remissions are so common in perni- 
cious anaemia that results obtained by any method 
of treatment must be interpreted with great cau- 
tion. Infection with the dibothriocephalus latus is 
frequently accompanied by an anaemia clinically 
similar to the so-called pernicious type, but no one 
would assume that all the cases of primary anaemia 
are due to infection with that parasite, for the rea- 
son that in many cases of anaemia the parasite is 
not found and that in the majority of cases har- 
boring the parasite anaemia is not found. The 
same reasoning applies to focal infection. Many 
cases of typical pernicious anaemia have been thor- 
oughly studied antemortem and postmortem with- 
out being able to demonstrate foci of infection. Thous- 
ands of individuals harbor extensive focal infec- 
tion without developing a pernicious type of anae- 
mia. 

The most that we can assume from the cases re- 
ported tonight is that in certain cases of anaeniia, 
resembling clinically pernicious anaemia, marked 
improvement or permanent relief was obtained by 
removal of infection. 





THE ATROPINE TREATMENT OF 
PYLOROSPASM IN INFANTS.* 
By CLAIBORNE WILLCOX, M. D., Norfolk, Va 
In the October number of the Archives of 
Pediatrics, there appeared an article by Dr. 
Svdney V. Haas, of New York, entitled “The 


*Read at a meeting of the Norfolk County Medical 
Society. 
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Atropine Treatment of Pylorospasm and Pel- 
vic Stenosis.” In this, the author says that 
a careful consideration of the etiological fac- 
tors of these so closely allied conditions would 
seem to point to a disturbance of physiologi- 
cal function of the vegetative nervous system, 
and that clinical experience seems to justify 
the hypothesis that disturbance in function 
of this system is the chief, if not the only, 
factor in their etiology. Under thts hypoth- 
esis, hypertrophic pyloric stenosis is consid- 
ered as simply an advanced degree of pyloro- 
spasm. This does not gainsay the existence 
of pyloric stenosis of organic origin, but does 
refer to the many cases of hypertrophic pyloric 
stenosis so liberally reported in the literature 
as requiring operation for relief. Operation 
should be a rarity for this condition, and 
should never be practiced until atropine has 
been tried. 

Upon the hypothesis that the vegetative 
nervous system is at fault, the use of atropine 
presents itself as a rational therapeutic agent, 
since it paralyzes the vagus ending. Clini- 
cal experimentation along this line has shown 
remarkably consistent results, all cases of these 
two conditions coming under the author's ob- 
servation in the past four years having been 
cured by the use of atropine. 

The dosage must be sufficient and the drug 
in condition. The dosage is from 1-50 to 1-25 
of a grain per day, given as follows: A 1 to 
1000 solution is used. and one drop of this 
given in or just before each feeding. This is 
increased one drop per dose per day up to 
three or four drops. unless there should be 
flushing of the face, mydriasis, dryness of the 
mouth, ete. 

Case No. 1. Baby three months old; weight 
at birth, 8 Ibs. 

Complaint, vomiting: present weight, 12 
lbs. 

F. I. Negative. 

P. H. Full term baby with normal deliv- 
ery, breast-fed since birth, and up to present 
illness has done well—gained regularly, nor- 
mal stools and, slept well. ! 

P. I, Baby began vomiting two days be 
fore it was seen—vomited after almost every 
feeding, shooting milk out. Has had several 
small stools with green and mucus. 

P. FE. The child gave the appearance of a 
well nourished, healthy baby. Examination 
revealed nothing abnormal. 
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Treatment.— The mother had been arrested 
and tried in the Police Court several days be- 
fore, and for that reason the child was taken 
off the breast, given nothing by mouth for 
twenty-four hours, then barley water for 
twenty-four hours, then diluted breast milk, 
ete. The baby seemed to improve, and was 
not seen again for five days. when the mother 
brought it to the office, saying it was much 
worse and vomited after every feeding. Bow- 
els moved only with the assistance of enemata. 
The weight had dropped from 12 to 10. tbs. 
It was nursed in the office. and after 
it got 3% ozs. it seemed uncomfortable an‘ 
stopped. Observation revealed visible gastric 
peristalsis, and shortly there was projectile 
vomiting. The baby was sent to the hospital 
and put on 5 min. nursing every 3 hours and 
1 drop of a 1 to 1000 solution of atropine, 
which was increased the following day to two 
drops. A further increase to three drop- was 
followed by physiological symptoms and the 
dose was reduced to two drops, and this con- 
tinued. The improvement was marked from 
the beginning and, after five days, vomiting 
ceased altogether. The atropine was contin- 
ued three months and at the present time, five 
months after the beginning of the treatment, 
the baby weighs 18 Ibs., and has had no re- 
turn of the trouble. 

Cask No, 2. Baby five weeks old. 
wt. 814 lbs. 

Complaint: Vomiting. Present wt. 7 lbs. 

F. H. Negative. 

P. H. First child of healthy parents, breast- 
ied from birth and did well for three weeks, 
up to time of present illness. When about 
three weeks old, baby began to vomit after 
twa or three feedings a day and, in a few 
days, after every feeding. Stodls were scant, 
with green and mucus. Various measures were 
tried by the local physicians without success. 

P. EF. The patient was a small baby mod- 
erately jaundiced, with cold extremities and a 
constant cry—looked ill. Observation after 
nursing showed visible gastric peristalsis and 
projectile vomiting. 

Treatment—The baby was put on 3 min. 
nursing every 2 hours, with one drop of a |! 
to 1000 solution of atropine before each feed- 
ing. The dosage the following day was in- 
creased to two drops. There was improvement 
from the beginning, and at the present time. 
one month from the beginning of the treat- 
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ment, the child is gaining consistently. and 
there has been no return of the vomiting. 

I realize that two cases are not enough from 
which to draw definite conclusions, and also 
that it is not possible to say how much of the 
results were due to atropine and how much 
to the dietetic change and general manage- 
ment, but I believe, for the present at least, 
that in these cases the atropine treatment 
should be given trial before operating. 


540 New WVonrce Building. 
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Dr. W. P. McDowell: I have listened with a great 
deal of interest to the good results obtained by Dr. 
Willcox in the management of his cases of pyloro- 
spasm by the use of atropine. I have also read the 
article by Dr. Haas to which he refers. Prior to 
reading this article I had used atropine in the treat- 
ment of similar conditions but I am sorry to relate 
that my results have not been so satisfactory. 

As to the pathology involved in stenosis of the 
pylorus in early infancy quite diverse views are 
held. Some claim that pylorospasm and organic 
hypertrophy occur as separate and distinct entities. 
Others contend that pylorospasm is the primary 
element and that when hypertrophy occurs it is 
the result of an over-stimulated sphincter muscle; 
whiie still others (and ! think that the majority of 
authorities hold to tn's view) insist that che pri- 
mary and essential element is one of hypertrophy 
of congenital origin, with the spasm occurring as 
a secondary complication. From my own limited 
experience and from observations made at autop- 
sies, I am inclined to accept the latter hypothesis. 

While I must admit that there are some cases 
which will improve and are cured under any one 
of the varous medical treatments, yet I insist that 
any case, in which there is persistent vomiting and 
progressive loss of weight associated with gastric 
peristalsis and a distinct tumor, should be subjected 
to surgical treatment. In the hands of a competent 
surgeon the Rammstedt operation is such a simple 
procedure that I do not feel that we are justified 
in procrastinating or temporizing with these little 
patients. 

Dr. Dandridge P. West: There is no one thing in 
the whole range of medicine so trying as the treat- 
ment of a vomiting baby. The causes of vomiting 
in infants are so many that it is most difficult often 
to isolate one definite thing. In the paper on py- 
lorospasm by Dr. Haas, and quoted by Dr. Willcox, 
the author corrects the faulty feeding of each 
case while instituting his atropine treatment. The 
diagnosis of pylorospasm is, therefore, questionable 
in these cases. 

The consensus of opinion now is that there is 
no true pylorospasm without a pyloric stenosis. 
My own experiences in the treatment of question- 
able stenoses with accompanying pylorospasm by 
the atropine treatment have, like those of Dr. Mc- 
Dowell, been failures. Vomiting babies without true 
stenosis can be cured by careful dietetic treatment; 
true stenosis calls for operative measures. 

In conclusion, I should like te ask Dr. Willcox 
on what basis did he make his diagnosis of py- 
lorospasm. 

Dr. L. F. Magruder: I have been much interested 
in both papers of the evening and in the discussion. 


While Dr. Willcox’s paper has been ably discussed 
by several men who have been doing pediatrics for 
a number of years, I wish to say just a few words 
from the standpoint of a roentgenologist. 

In the diagnosis of these conditions the fiuo- 
roscopic examination is of great value. rhis 
method gives us quite a definite picture in true 
pyloric stenosis, the opaque meal first filling the 
prow shaped pylorus but soon assuming the shape 
of a ball at the most dependent portion of the great 
curvature. Soon there is exaggerated peristalsis 
with small flecks of the opaque meal appearing in 
the small intestines. In pylorospasm we do not have 
the increase in peristalsis as seen in stenosis. 

In adults, we frequently see cardiospasm and 
hour-glass contraction without any lesion. These 
spasmodic conditions are relieved by full doses of 
atropine. It is my opinion that there may be true 
pylorospasm in an infant without organic stenosis 
or lesion and that atropine is the drug of choice 
in this condition. 

Dr. C. D. Kellam: I have to take issue with the 
preceding speaker when he states that practically 
all cases of spasm of the pylorus in children are 
due to a tumor and should be operated upon for 
the same. 

We frequently see disturbances of the vegetative 
nervous sytem producing motor neuroses of the 
stomach and at times a typical pylorospasm. This 
may be due to a true vagus hypertonia, due to ex- 
cessive stimulation of the vagus; or a relative vagus 
hypertonia, due to a depression of the sympathetic 
nerve supply of the part. The vagus supplies the 
circular fibres of the stomach and pylorus and is 
responsible for the reflex spasm of same. We know 
that atropine paralyzes the motor endings of the 
vagus, therefore a pylorospasm of this source must 
yield to an adequate dose of atropine. 

Dr. Willcox: Answering Dr. West, I admit the first 
two sentences of his discussion. 

Dr. Haas, in his paper, which by the way, is not 
on pylorospasm, but on the atropine treatment of 
pylorospasm and pyloric stenosis, reports cases on 
all kinds of feeding, some proper and some im 
proper. Naturally, if the feeding is faulty, he cor 
rects it just as he would have to in the operative 
or any other treatment. I do not understand why 
this makes his diagnosis questionable. 

I disagree with Dr. West in his statement that 
“The consensus of opinion now is that there is no 
true pylorospasm without pyloric stenosis,’ also in 
his. “Vomiting babies, without true stenosis, can be 
cured by carefui dietetic treatment.” Of course, 
where the trouble is dietetic the treatment is diete- 
tic and, conversely, where the trouble is not diete- 
tie the treatment is not dietetic. 

I think that everybody believes that the treatment 
of the organic stenosis is surgical. 

My diagnosis was based on the following: A 
breast-fed baby doing well for several weeks began 
to vomit, have more or less constipation; vomit- 
ing was persistent and projectile in type. Obser- 
vation revealed visible gastric peristalsis. There 
was no palpable tumor and I called the condition 
pylorospasm. There was probably a partial hyper- 
trophic stenosis, but it is not posible to diagnose 
stenosis in the absence of a tumor without seeing 
inside the abdomen. 


Medical Society of Virginia will hold its next meet- 
ing in Petersburg, October 26, 27, 28 and 29, 1920. 
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THE MANAGEMENT OF RENAL INSUF- 
FICIENCY. 


By WILLIAM B. NEWCOMB, A. B., M. D., Norfolk, Va. 


Within the past few years, numerous func- 
tional tests, serving to measure the efficiency 
jf the kidney and to indicate the extent of 
retention within the body of urinary products, 
have been devised. The routine use of these 
tests has very materially advanced our knowl- 
edge of kidney function and very markedly 
improved our treatment of kidney disease. 
Some of these tests contribute chiefly to the 
early recognition of impaired renal function: 
others serve as intelligent guides to treatment ; 
another is of especial value in prognosis. 

The most important of these tests are: 

1. The measure of the ability of the kidney 
to concentrate urine; 

2. Phenol-Sulphone-Phthalein test; 

3. Chemical tests (estimation of urea, non- 
proteid nitrogen, creatinin and uric acid in 
the blood, Ambard’s coefficient, ete.): 

The last of these tests requires somewhat 
more of apparatus and skill than is availa- 
ble for those general practitioners who have 
not access to a well-equipped laboratory. The 
writer wishes to emphasize the importance of 
the chemical tests and to affirm that they often 
give information which can not be obtained 
from any other source. Further discussion 
of them will be omitted from this paper, how- 
ever, because it is his purpose here to bring 
to the attention of the profession the fact that 
the simpler and less elaborate of these tests 
can be competently done by any general prac- 
titioner, tnd will furnish practicaly all the 
information that will be needed for the proper 
management of patients with renal insufli- 
ciency. 

The first test is a measure of the ability of 
the kidney to excrete concentrated urine. In 
applying this test the patient is put on a 
standard test diet. The day urine is collected 
at two-hour intervals (8 A. M. to 10 P. M.) 
in separate vessels. The total night voidings 
(10 P. M. to 8 A. M.) are collected in a single 
vessel. Specific gravity readings are made 
on each of the day specimens and on the night 
specimen. These are recorded. The total 


amount of the night urine is compared with 
the total of the day voidings. 

A very mild degree of renal insufficiency is 
apt to manifest itself in a tendency of the 
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kidney to excrete urine of a fixed low specific 
gravity (a specific gravity of 1020 would be 
taken as evidence that the kidney was able 
to concentrate the urine to a sufficient degree 
to be classed as normal) and a relative in- 
crease in the mount of the night urine. Mo- 
senthal states that the normal amount of urine 
during the 10-hour night period is about 400 
e. c., or less, although it may go as high as 
750 c. c. Nocturnal polyuria and a low fixed 
specific gravity, while exceedingly simple 
observations, are none the less of the greatest 
significance, as they are often the very earliest 
evidences of impairment of renal efficiency. 

The Phenol-Sulphone-Phthalein test has 
been in routine use so ong, and the details of 
the simple technique of the test are so well 
known, that we will only mention it. Meas- 
ured from time to time upon the same pa- 
tient and the findings recorded for future 
comparisons, the test has its greatest value as 
a guide in prognosis. 

Careful consideration of (1) the clinical 
symptoms complained of, (2) the abnormal 
findings in a complete physical examination. 
(3) the data obtained from testing the func- 
tional efficiency of the kidneys by the simple 
methods given above, will give all the infor- 
mation needed for the earliest recognition of 
impaired renal function, for a measure of the 
degree of impairment, for an estimation of 
the progression or regression of the disease, 
and for a determination of the success of va- 
rious methods of treatment. 

There is a tendency to treat all cases of 
nephritis more or less alike. This method of 
treatment usually embraces, among other 
measures, a strict limitation of the protein 
and salt in the patient’s diet and a marked 
restriction of his physical activities with 
prescribed hours of rest. This regime has 
most assuredly been beneficial and has, no 
doubt, prolonged many lives and _ prevented 
much invalidism; but it is very obvious that, 
if this treatment is applied indiscriminately 
and in an unmodified form to all patients 
with nephritis, great harm will be done. Cases 
of nephrosis (parenchymatous nephritis) 
with the degree of secondary anemia and the 
evidences of lack of nourishment usually ex- 
hibited by them, will do very badly indeed 
upon any such routine. These patients require 
for their proper treatment just the elements 
of which this strict method of dieting de- 
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prives them. Having this idea in mind, Ep- 
stein was led to test the efficiency of such kid- 
neys by feeding a full diet, especially high 
in protein. He found the diet well borne and 
that his patients improved. He therefore 
recommended the feeding of a high protein 
diet to certain classes of patients with nephri- 


tis (contraindicated in patients with high 
blood urea or non--proteid nitrogen). Sir 


Clifford Abbott, writing on the subject in the 
British Medical Journal, endorses this idea. 
It is in this class of patients that transfusion 
has been of such great value. Transfusion is 
now so simply done and is so thoroughly sat- 
isfactory that its indications, as a therapeutic 
procedure, have been very greatly extended. 
Perhaps the writing down of a dogmatic rule 
is not a good idea; but it is our custom to ad- 
vise transfusion for all properly selected cases 
of nephrosis whose hemoglobin is 60% or less. 

For those patients who give no clinical evi- 
dences of renal insufliciency and whose func- 
tional tests show only a slight deviation from 
the normal, a limitation in mental and physi- 
cal activities and a restriction in diet will 
usually work wonders. The restriction in diet, 
however, can be made too severe and there- 
by defeat its own purpose. <An_ individ- 
ual during starvation will excrete about 
S grams of nitrogen per day in his urine but, 
if the same individual is put on a high car 
bohydrate diet (sparing body proteid), he 
will excrete only about 4 to 5 grams. It is 
obvious that this fact has a most important 
bearing upon the determination of the best diet 
in renal insufficiency. 

Formerly, many of us in dieting patients 
with nephritis made use of the “Karell diet” 
(30 ounces of milk a day, no other food or 
fluid). A diet high in carbohydate content 
and containing little or no protein is infinitely 
preferable in most cases, because it diminishes 
the work of the kidney, and reduces the nitro- 
cen retention much more satisfactorily than 
the Karell diet. It is also, of course, more 
acceptable to the patient. 

Edema. responds so readily to the institu- 
tion of a salt-free diet that it rarely gives any 
serious concern. In fact, the edema in itself 
probably does very little harm. It indicates 
a negative salt and water balance. 

Tt has been the writer’s experience that di- 
uretics are useless in uncomplicated cases of 
nephritis. In cases with myocardial insuffi- 
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ciency associated with nephritis, digitalis in 
proper dosage, with a diuretic of the caffein 
group, acts almost as a specific! 

Uremia is best treated by being prevented. 
P-y this is meant that if the patient’s diet and 
liabits are kept within his limitations and his 
condition carefully watched, uremia is not 
likely to supervene. What was said of diet 
in the earlier part of this article holds equally 
true of uremia. Let us emphasize the fact 
that a diet high in carbohydrate and very low 
in protein will, by sparing body protein, favor 
the complete elimination of nitrogen better 
than any other diet at our command. 

The value of glucose in the treatment of ne- 
phritis requires special mention. It is a most 
efficient aid in promoting elimination and can 
be given through the stomach tube, per rec- 
tum, or most successfully intravenously. Ten 
per cent. or twenty per cent. glucose solution, 
given as an infusion, has been of inestimable 
service in suitable cases. Water should be 
given to the amount of 3 quarts in the 24 
hours. Bleeding, purging and sweating are of 
some value. 

Uremia is usually defined as a toxic condi- 
tion resulting from the retention within the 
body of substances which should be elimi- 
nated by the kidney. All of us have seen. 
however, a clinical condition typical of uremia 
occur suddenly in a patient who gave no evi- 
dence of an increase of urinary secretory 
products in the blood and whose renal func- 
tion was normal, or nearly so. The explana- 
tion of such an occurrence must await an un- 
derstanding of the nature of the toxic sub- 
stances concerned in uremia, and the discov- 
ery of the source of these substances. 
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THE USE OF RADIUM IN GYNECOLOGY. 
By E. C. S. TALIAFERRO, M. D., Norfo!k, Va. 
Gynecologist, St. Vincent’s Hospital. 

It is not my purpose to go into a thorough 
discussion of all the conditions of the female 
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pelvis in which radium is useful, but to take 
up more particularly some of the types of 
menorrhagia, metrostaxis and cancer of the 
cervix and uterus. 

A careful study and thorough diagnosis in 
each case treated is of the utmost importance. 
One must have a definite knowledge of the 
pathology of the female generative organs as 
well as the physiology. The surgeon must 
study each individual who presents herself 
for treatment, as a six-day flow will be nor- 
mal in some while pathological in others, for 
some women will state that they usually men- 
struate three or four days, but recently they 
have been menstruating seven or eight days; 
this shows some pathological change. 

There are various conditions which produce 
a too frequent and profuse flow, among which 
may be mentioned functional derangements 
of the genital organs without any demonstra- 
ble pathology; diseases of the generative or- 
gens with demonstrable pathology, such as 
malignant and benign tumors, general consti- 
tutional or systemic diseases and vascular dis- 
turbances. 

Functional diseases of the genital organs 
depend very largely upon the over or under 
stimulation of the ovaries and other ductless 
glands of the body, for we all know that hy- 
pothyroidism is associated with menorrhagia. 
and on the other hand, in hyperthyroidism 
we have a cessation of the flow in many in- 
stances. 

Circulatory disturbances produce a hyper- 
emia of the generative organs, and this is fre- 
quently brought about by displacements and 
deformities, also from laceration of the cer- 
vix and tumors leading to obstruction, acute 
and chronic pelvic infection and constipation. 

In many girls there is a profuse menstrua- 
tion during the first ten years following pu- 
herty. without any demonstrable lesion. <A 
eareful analysis will show that a large pro- 
portion of these will develop fibroid or myo- 
mata in later life. Some of these girls will 
undoubtedly show the beginning growth of 
fibrous tissue in the uterus, while others have 
hypertrophy of the blood vessels of the uter- 
Tt is therefore important that 


ine mucosa. 


the gynecologist be thorough in his history 
and accurate in his diagnosis, so as to deter- 
mine definitely the cause of the uterine flow 
before using radium as a therapeutic agent. 
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TREATMENT. 

All cases of cancer of the cervix or uterus, 
when seen in the early stages, should be treat- 
ed surgically. A panhysterectomy should be 
done; after which 50 m. &. of radium, well 
screened, should be applied to the vault of 
the vagina for twenty-four hours. In these 
cases I usually place the radium in an Irish 
potato and put this inside of a thin rubber 
bag: by this means I can get as near the vault 
as I wish, and at the same time protect the 
bladder and rectum. This should be repeatec| 
as often as the judgment of the operator re- 
quires, 

If the patient is not seen until the cancer 
has developed sufficiently to open up the ques- 
tion whether it be operable or non-operable. 
it should be decided that it is inoperable, and 
should be treated with radium. When once 
treated with radium, the uterus should not be 
removed. The woman should receive twelve 
hundred m. g. hours of radium, which should 
be repeated in from fifteen to thirty days. 

The uterus should not be removed, because 
radium produces a sclerosis of the lymphatic 
vessels which always checks metastases. There 
has been a great deal written in reference to 
the dosage of radium. Some writers advyo- 
cate as much as two hundred m. g. of radium 
inserted in the uterus for from twelve to 
twenty-four hours. This amount seems to me 
to be too large; I very rarely use over fifty 
and occasionally seventy-five, as we get better 
results and there is less chance of destroying 
the underlying tissues. These large doses of 
‘radium always produce amenorrhoea, and 
therefore it is my custom to give these pa- 
tients large doses of ovarian extract or corpus 
luteum, as it prevents the nervous symptoms 
produced by an artificial menopause. 

Radium has a wonderful effect on the large 
cauliflower cervical cancers—they seern to melt 
away like magic: all the foul discharge usu 
ally disappears in about three weeks, and 
while it does not cure them, it gives these un- 
fortunate individuals a period free from pain 
and discomfort, and they are able to be about 
attending their duties. 

Radium is extremely useful in 
menorrhagia: that is, menorrhagia without any 
demonstrable pathology. Young women who 
present themselves for treatment for this con- 
dition, if other remedies have failed to check 


essentia! 
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the flow, should be given small doses of ra- 
dium treatment. They should receive about 
twenty-five or fifty m. g. of radium, depend- 
ing upon the case. This should be inserted 
into the uterus so that they should receive 
about two to three hundred m. g. hours. This 
treatment may be repeated if necessary. 
With this small dose of radium, there is little 
possibility of producing sterility, as this small 
dose affects more particularly the mucous 
membrane of the uterus, and has very little, 
if any, effect upon the function of the ovary. 
Patients treated in this manner do not cease 
menstruating, but the menstrual flow is di- 
minished, and they usually become regular and 
normal in most instances. 

In older patients in whom it is desirable to 
stop the menstrual flow completely. larger 
doses should be administered. Fifty m. g. 
inserted in the uterus for from twelve to 
twenty-four hours, as a rule, completely stop 
menstruation. Through the period following 
the use of radium the flow is generally as 
profuse, or even more so, than before. This 
is perhaps due to a hyperemia of the endo- 
metrium. These patients usually pick up and 
take on weight, the anemia disappears. and 
the patients gain strength very rapidly. 

Small fibroids and myomata respond very 
quickly to the use of radium in many cases, 
but these cases should be handled surgically, 
rather than with radium during the child- 
bearing age. The reason for this is obvious, 
for a myomectomy may be done for the re- 
moval of the tumor without interfering with 
subsequent pregnancy. If a sufficient quantity 
of radium is used sterility will be the result. 

Radium may be used in the treatment of 
large fibroids in that tvpe of women who are 
anemic, run down from the loss of blood. and 
are poor surgical risks. It will stop the flow 
and allow them to build up, so that the tumor 
may be removed later. In that class of pa- 
tients in which surgery is contraindicated due 
to debility and cardiorenal disease, radium 
is the treatment of choice. 

Now, in conclusion, let me emphasize the 
following points: That early cancer of the 
cervix or uterus should be first treated surgi- 
cally, doing a complete hysterectomy, to be 
followed by the use of radium. 
in which the cancer has developed and there 
is-a question whether to onerate or not. should 
be considered nen-operable and treated by ra- 


Those cases 
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dium. In cases far advanced we have no ther- 
upeutic agent equal to radium. When cancer 
of the cervix has been once treated with ra- 
djum, no surgical operation should be per- 
formed, 

Dr. Stacy says that radium is the treatment 
of choice in: 

Ist. Cases of menorrhagia, of menopause 
not associated with large fibroid tumors, and 
in which the possibility of carcinoma is cdefi- 
nitely eliminated. 

2nd. Cases of menorrhagia in patients be- 
between the of thirty-five and forty- 
five years, who have small sub-mucous fibroid 


ages 


tumors or who have no demonstrable lesions. 

3rd. Cases of myomas in which there is a 
definite contraindication to operate. 

4th. Cases of menorrhagia in the 
person who has resisted all medical treatment, 
in which very small doses should be given. 

I would further emphasize that we be care- 
ful in our diagnosis of all uterine hemor- 
rhages: uterine scrapings should be examined 


young? 


of all women having menorrhagia not due to 
a known definite lesion. All women upon 
whom we produce an_ artificial 
should receive 10 grs. of ovarian extract or 5 


menopattse 


ers. of corpus luteum three times a day, so as 
to prevent nervous symptoms incident to 
menopause, 


ARTIFICIAL PNEUMOTHORAX. 


By C. L. HARRELL, M. D., Norfolk, Va 


When I was asked for a paper on this sub- 
ject, it was with a good deal of reluctance 
that I accepted, knowing that so much had 
been written during the past few years on 
lung compression, that every one was tired 
reading about it. Then I remembered — the 
many questions that had been asked me in the 
past few months concerning lung conpres- 
sion—how it is done and for what. I 
recalled that the articles on Artificial Pneu- 
mothorax usually appeared in the journals 
whose circulation is limited. and are not read 
by the average physician, so I will give a brief 
description of the merits and indications in 
hope that it will interest a few who are not 
familiar with the subject. 

Artificial pneumothorax. 
or gas treatment for pulmonary tuberculesis. 
is forcing sterilized air or nitrogen gas, heat- 
ed to body temperature. in the pleural cavity. 


also 


lung compression, 





156 


This serves to collapse the lung and keep it 
at rest so that nature can heal the inflamed 
area. It is similar to putting a fracture in 
a splint, but it takes a great deal longer for 
lung tissue to heal than it does bone. First, 
you cannot get a lung at absolute rest; no 
compression is complete. Second, you are 
dealing with an infection, often a mixed in- 
fection that must be overcome. Consequently, 
when we compress a lung we do not know how 
long we will have to keep the lung down— 
possibly from one to three years, usually about 
two years. 

Artificial pneumothorax was first suggeste:| 
by Prof. Carlo Forlaini, of Milan, Italy, in 
1882. He reported his first clinical cure of an 
advanced case of unilateral pulmonary tubercu- 
losis before the Italian Congress of Internal 
Medicine in 1895. In 1898 Murphy, of Chi- 
cago, reported 5 cases. The next vear Lemke 
reported 53 cases treated. Forlaini used the 
puncture or closed method; he injected nitro- 
gen, given through a small needle, in the pleu- 
ral cavity. Murphy used the open method ; 
he made a small incision through the skin, 
fascia and pleura between the ribs, inserted a 
small rubber tube and injected from 1200 ec. 
c. to 4500 ¢. c. of nitrogen gas into the pleural 
cavity, and repeated the injection after 2 to 
3 weeks. A few vears later, Saugman added 
i manometer to the apparatus that was pre- 
viously worked up by Lemke, Braur and oth- 
ers. This enabled you to determine when the 
needle was in the pleural cavity, and to get 
tt pressure reading. Normally, vou should 
have a negative pressure of 4 to 5 mm. For 
years nitrogen was the gas used. A few years 
ago some one analyzed the gas in the pleural 
cavity a few days after the injection and 
found that the composition was the same both 
in the lung and pleural cavity as ordinary 
air, Since that time many of the sanatoria 
have used air passed through warm bichlorid 
solution. It is much cheaper and more easily 
given, though some sanatoria still use nitro- 
gen, claiming the injections do not have to 
be given so frequently. 

Indications for artificial pneumothorax are. 
first. to control hemorrhage: second, advanced 
unilateral cases that are not responding to 
other treatment; third, advanced cases with 
one fairly good lung that is not responding 
to treatment may be given a trial. In case 
the good lung begins to go bad, the gas can 
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be withdrawn. Note that I say not respond- 
ing to treatment, as I believe that other meas- 
ures should be given a trial first, and gas 
treatment, if started, should be continued from 
1S months to two years in order to obtain the 
best results—some say three years. Fourth, 
abscess of lung; compression should be tried 
before surgical intervention, as it is less dan- 
gerous, and you get rid of the dirty dressings 
and foul discharge. Fifth, bronchiectasis: 
sixth, it was also used during the war by Eu- 
ropean surgeons to control hemorrhage after 
wounds of the lung. 
Contraindications.—First, the patient should 
be easily accessible to a physician who is fa- 
miliar with the work. The first few injec- 
tions should be given either in a hospital or 
sanatorium where the patient can be watched 
closely and get injections as often as necessary. 
Second, advanced bi-lateral cases. Some oper- 
ators out West have reported good results in 
a few bi-lateral cases by keeping one lung 
compressed for a while, let that one up, and 
compress the other, but as a rule, if there is 
much involvement in a lung, it will not stand 
up doing the work of two. Third, “Foors”. 
One should not attempt artificial pneumotho- 
rax on persons who think they know more 
about their disease than you. Before attempt- 
ing to give gas one should fluoroscope the 
chest and get stereoscopic plates if possible, 
so as to get a line on adhesions and pick out 
the clearest place to make your injection. 
During the treatment one should check up his 
work from time to time with the fluoroscope, 
for the physical findings are very deceiving. 
Tecuniqve: With first injection, especially 
with nervous people, it is best to give a hy- 
podermic of morphine about one-half an 
hour before the operation, to prevent pleural 
shock. The patient is put on the side, with 
the lung to ke compressed on, top, and a small 
pillow under the opposite side. with the head 
down, so as to separate the ribs as much as 
possible. Anesthetize a small area of skin, 
fascia and pleura, using % of 1% novocain. 
Air is collected in a large bottle, passed 


through warm bichlorid solution into another 
bottle which is elevated on its stand just above 
the level of the patient's chest. You have a 
“Y” shaped tube, on the long end is your 
needle; one end is connected with your man- 
ometer, the other with the bottle containing 
In the manometer vou have a col- 


the gas. 
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ored liquid, usually water colored with ink. 
Some use mercury; my experience with mer- 
cury is that it is too heavy and does not os- 
cillate well. After the skin is anesthetized, vou 
make a small puncture through the skin and 
fascia with a sharp-pointed knife, insert 
your needle; if you are in the pleural cavity 
the manometer will oscillate. Sometimes a 
drop of water or drop of fluid from the cav- 
ity gets into the needle and prevents oscilla- 
tion. In this event, have the patient clear 
the throat or take a slight cough, as this will 
often open the needle. If you are in the lung 
your manometer will not oscillate. 

After you are sure you are in the pleural 
cavity, turn on the gas, 100 cc. at the time, 
and take a reading. Do not rum a pressure 
higher than plus one or plus two with new 
cases, and preferably with old cases, unless 
you are sure you have adhesions and are in 
a pocket. A high pressure will sometimes 
break adhesions loose, but this is a dangerous 
procedure and should be practiced with care. 
In the beginning, one should give 200 to 300 
cc. every 2 or 3 days until the iung is col- 
lapsed, then the injections can be postponed a 
few days each time. After patients have taken 
gas for 2 or 3 months, they can go from 2 to 
3 weeks without a refill, but they should be 
examined in the meantime. If a lung once ex 
pands it usually sticks and you cannot get it 
down any more. It is best to keep the pa- 
tient on the table for several minutes after 
the injection to avoid any danger of embolism. 
In compressing for hemorrhage, you usually 
put in enough gas at the first injection to stop 
the hemorrhage. This you can easily do, pro- 
vided the lung is not bound to the chest wall 
with adhesions. 

The following case may be of interest: Mrs. 
D., age 24, was diagnosed as a far-advanced 
case of pulmonary tuberculosis, involving en- 
tire left lung and part of right. In May. 
1918, she went to a private sanatorium, but 
continued to do badly. In September, 1918. 
she was getting in very bad shape—running 
high temperature with cavity formation. As 
a last resort, her lung was compressed. She 
immediately began to improve, and in_ the 
spring of 1919, she was able to come home. I 
continued the treatment. giving an injection 
every 3 weeks. She developed some fluid some 
time during the summer, but apparently it 
caused no trouble. The last of September, just 





after a hard day's work about the house, she 
took a long automobile ride without a wrap 
and became thoroughly chilled. That night 
she had a chill followed by high temperature. 
She ran a typical septic temperature for 2 
or 3 weeks and had some sigus of fluid in the 
chest, but these were not marked. On Novem- 
ber 5th, I aspirated the chest and got 12 
ounces of dark greenish pus, refilled with air, 
and November 12th, I removed 36 ounces of 
pus. The temperature immediatery came 
down. I had the fluid cultured twice, but got 
no growth. Gradually the fluid got less and 
less; this I removed every 2 or 3 weeks and 
refilled with air. On March 11th, 1920, pa- 
tient was able to come to office for treatment: 
had been in bed all winter. I removed 5 
ounces of pus, and tried to refill with air. 
On pushing the needle through the pleura, 
which had become very tough and thickened. 
it broke off. I immediately took her to the 
X-ray room and fluoroscoped the chest: the 
needle was seen in the pleural cavity sticking 
in the chest wall. Dr. Old tried to extract 
it through an incision over the point of en- 
trance, but could not find it. The next day 
he did a rib resection under the tluoroscope 
and removed the needle. He put in a tube 
and the wound drained very freely for 2 or 5 
days, then let up: tube was removed, and 
within 10 days the wound had heaied com 
pletely. The patient continued to improve. 
and was no worse off for her experience. She 
returned to the sanatorium and has some few 
ounces of pus removed from the pleural cavity 
every 5 or + weeks. The lung is bound down 
by adhesions and cannot re-expand. Patient 
was in the office a few days ago looking very 
well. 

I have been giving gas about six years. 
While the number of my cases has been 
small—about a dozen—the most of them were 
treated over a long period. TI have not met 
with any bad results or accidents except the 
one reported above. All cases were benefited 
and I believe their lives were prolonged from 
2 to 4 vears. Two were discharged as cured. 
One lady, I recall, an ex-nurse about 25 vears 
of age, was in a private sanatorium as a far- 
advanced case. She had been hemorrhaging 
for 2 or 3 days previous to getting her first 
injection late at night; the bleeding was com- 
pletely stopped. She expressed the belief 
that she would have bled to death had she 
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not been compressed. She remained in the 
sanatorium for a month, became dissatisfied 
and returned home, where I continued the 
treatment about 18 months. She was_ last 
heard from about six months ago—about 2 
years after her last treatment—and was 
heavier than she had ever been, entirely free 
of symptoms, doing her own housework and 
anything else she wanted, including cranking 
and running a Ford. 

Artificial pneumothorax is not a panacea 
for all T. B. cases, but it has worked wonders 
in many. and we consider it a valuable asset 
in the treatment of advanced pulmonary 
cases. Some complications arise, it is true, just 
us in other diseases and treatment, the chief 
of which is the collection of fluid in the pleu- 
ral cavity. About 40 to 50% of pneumothorax 
cases have fluid; just why we do not know. 
It may be due to a mild infection carried in by 
the needle, constant irritation of the pleura, 
or infection from lung as result of trauma. 
It is not necessarily a bad sign, though we 
would rather not have it. You draw it off 
from time to time according to symptoms, 
and refill with air, the essential point being 
to avoid mixed infection. 

In conclusion, I think it best that a lung be 
first compressed either in a sanatorium or a 
hospital, where you have the patient under 
constant supervision, so refills can be given as 
often as necessary, except in cases of emer- 
gency to control hemorrhage. After a few 
months the patient can return home and the 
treatment be continued as long as necessary. 

311 Taylor Building. 





THE POST-OPERATIVE CARE OF THE 
FEMALE BLADDER. 


ty EDWARD T. HARGRAVE, M. D., Norfolk, Va. 


A few years ago, Watkins, of Chicago, called 
attention to the role of distention of the blad- 
der as a cause of post-operative cystitis, and 
made a plea for more frequent catheteriza- 
tion after operation. Howard Kelly warned 
against the distended bladder more than 
twenty-five years ago. Yet, many surgeons 
say, “Do not catheterize unless absolutely 


necessary,” and not before ten or twelve hours. 
It is known that the bladder is able to take 
care of infectious organisms. when its resist- 
ance is unimpaired; but distention, trauma 
incident to operation, improper catheteriza- 
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tion, lower the resistance to such an: extent 
that infection takes place. Many cases that 
are allowed to go ten or twelve hours develop 
distention with overflow and, when the pa- 
tients are finally catheterized by the usual! 
method, infection may result. The proper in- 
terval to catheterize depends upon the nature 
of the operation. In the ordinary abdominal 
case when the bladder has not been trauma- 
tized, an eight-hour interval is advised, pro- 
vided the patient does not complain of dis- 
tention before that time. Patients are good 
judges as to when their bladders are full. 
If the operation was one involving trauma te 
the bladder, the interval should be no longer 
than six hours. In all plastic cases involving 
the anterior vaginal wall or bladder, four 
hours is the proper interval. 

Tecunic. Prepare the field as for oper- 
ation, using sterile drapery. Connect a ster- 
ile, well-lubricated glass catheter with an ir- 
rigator containing boric acid solution. Intro- 
duce catheter into the urethra half an inch, 
with the fluid flowing, and thoroughly wash 
out urethra. Disconnect the catheter and 
gently push in bladder and drain. ‘Introduce 
through the catheter one ounce of any of the 
following germicides, and have the patient 
retain for at least one hour, or until the next 
catheterization, unless they void spontaneous- 
ly—argyrol 10%, protargol 1°, mercuro- 
chrome 1%. 

For a number of years T have insisted on 
leaving argyrol in the bladder after each 
catheterization and, when this has been done, 
I have not had a single case of cystitis to de- 
velop. Argyrol 10% is a good bactericide, 
non-irritating, and usually always available 
in any hospital. Young et al (Journan A. M. 
A., 11-15-19) found no growth after 5, 15 and 
0 minutes, when sterile urine was inoculated 
with 3mm. loop of 24 hour broth culture of the 
bacillus coli and staphylococcus aureus, and 
treated with 10% argyrol. With protargol in 
1% solution, they obtained a growth with S. 
aureus after 5, 15 and 60 minutes, but no 
growth with B. coli. The objection to the 
silver colloids is that they have no penetrat- 
ing powers. But, as they are used to prevent 
infection, clinically I believe they are efficient. 
Mercurochrome 220. is considered the best an- 
tiseptic the authors have used. In 1% solu- 
tion it kills the B. coli and S. aureus in one 
minute. It possesses remarkable penetrating 
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power and is equal in this respect to acrifla- 
vin, a dye also used first in genito-urinary 
tract in Young's clinie (Davis and Harrell, 
J. Uron., 2:257, 1918). 

I have used both of these dyes in the treat- 
ment of cystitis, with the result that urine 
full of pus and bacteria will rapidly clean up 
and become sterile. I have not used any fla- 
vine since I have been able to procure the mer- 
220, for Young 





curochrome seems to prove 
that flavines are antiseptics rather than germ 
icides, When mixed with urine. 

311 Taylor Building. 


THE PROGNOSIS AND TREATMENT AS 
OBSERVED IN SIXTY-SEVEN 
CASES OF PNEUMONIA.* 


By H. MecGUIRE DOLES, M. D., Norfolk, Va 


I know of no disease to which more study 
has been devoted than to Pneumonia, and as 
vet it is heartily agreed that, in spite of all 
the different treatments that have been insti 
tuted, we are far from anything that we can 
ut least call satisfactory. 

In review of the records, I find that during 
the past two years it has been my privilege. 
also I may say. misfortune, to treat sixty- 
seven cases of pneumonia, of which fifty-six 
were bronchial, ten lobar, and one hypostatic, 
the bronchial type predominating on account 
of its, frequency in complicating influenza, 
which caused a decided increase in the num- 
her of cases during the winters of 1918S and 
1919. Of the sixty-seven seen, there 
were eight deaths, or a mortality of about 
12%. I feel that it is unnecessary to deal with 
the pathology, symptomatology, and diagnosis 
here, as so much has been said about it that 
we are practically familiar with the disease 
from our text-book knowledge and bedside 
experience. 

The cases in which death ensued were briefly 


cases 


as follows: 

Case I. Mechanic, white. single. 20 vears 
of age; seen September 5, 1918, with an acute 
attack of influenza. Patient responded to 
treatment. and temperature was normal, and 
felt well on the morning of the 7th. Caution- 
ed to remain in bed seventy-two hours, How- 
ever, on morning of September Sth. sat up in 
« cold room and wrote letters. Called to see 
him again that afternoon. At that time tem- 
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perature was 103.6°: respiration 24; pulse 120. 
Moist rales at the angle of the left scapula: 
moderate amount of cough. Systolic B. P. 
130, D. 90. Leucoeytes 14.600; Polys 87%: 
Lymphs 10%: Large Mononuclears 3%. On 
the morning of the ninth there was a marked 
double bronchial pneumonia, and that after- 
roon pulse rate went to 130, temperature 102, 
respiration 40. On the 10th, evanosis appear- 
ed and the pulse became so rapid that it could 
no longer be accurately counted: S. P. fell to 
110, D. P. to 80, Patient became unconscious 
that night and died at + P. M. on the 11th. 

Caszt IT. Female, 38 years of age, delivered 
of child first time by a physician. Had been 
complaining for past week. but husband neg- 
lected to call a physician until labor set in. 
At that time patient had advanced bronchial 
pneumonia. Child born September 21st, at 
6 A. M. Mother became cyanotic a very few 
hours after delivery and died at 4 A. M.. Sep- 
tember 22nd. Practically no time was given 
to check up the patient. 


Case IIT. Housewife, 27 vears of age, 8 
months pregnant. Seen October 20th. Influ- 
enza. Developed bronchial pneumonia the 
22nd. Leucocytes 12.400: Polys 91%, Lymphs 


6%: Large Mononuclears 27: Eosinophiles 
1%. Systolic B. P. 130. D. 80. Pulse 124; 
respiration 28: temperature 102.4. Removed 
to hospital same date. That night pulse went 
to 140, and patient miscarried on evening of 
October 23rd. Could not ascertain pulse rate 
hy 12 that night. Patient showed beginning 
evanosis. Pulmonic second sound very weak. 
Morning of the 24th patient was very blue 
and spitting bloody sputum. S. P. 110, D. P. 
could not be read accurately, there was prac- 
tically an absence of the pulmonic second 
sound. Patient died at 12:30 P.M. that day. 
Case TV. Female. age 38. seen January 3rd, 
with influenza. Develoned bronchial pneu- 
monia January 5th. B. P. Ss. 130. D. P. 100. 
Leucoevtes 13.800: Polys 877: Lymphs 9% : 
Large Mon. 447. Urine—morlerate amount of 
albumen, hyaline and granular casts. Pulse 
rate 132: respiration 34: temperature 104, On 
night of the 6th, patient developed an onts- 
thotonos and what further 
meningitis. Spinal fluid was not taken, as 
patient died at 6 A. M.. morning of the 7th. 
Cast V. Baby. 3 vears of age. developed 
Lronechial pneumonia, secondary to measles. 
May 5th. 1919. TL. and D. not obtained. After 
the fourth dav of pneumonia patient died. 


appeared to be 
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Cask VI. Female, 33 years of age, for the 
past three years had a marked aortic and mi- 
tral stenosis, with hypertrophy and dilata- 


tion. Confined to bed 11 A. M., February 
I4th. Seen that afternoon, at which time 
there was a marked amount of moisture 


throughout both lungs. Pulse 130; respira- 
tion 32; temperature 104.6; B. P. S. 110; D. 
60. Morning of the 15th, temperature 100, 
pulse around 140. Leucocytes 10400; Polys 
90°¢: Lymphs 6; Large Mon. 2; Eosinophiles 
1: Mass cells 1. By 12 A. M. became markedly 
evanotic. Pulmonie second sound was hardly 
audible: both lungs appeared to be completely 
consolidated. Patient died that night at 9 
P. M. 

Case VII. Telephone linesman, married, 27 
vears of age, family and past history nega- 
tive. Seen at home April 19th, with what ap- 
peared to be an acute influenza: with the ex- 
exception of slight bronchitis, lungs appeared 
to be clear. Pulse 104. temperature 102.4. ress- 
piration 18. On the 21st developed bronchial 
pneumonia. Temperature 103; respiration 30: 
pulse 118: S. B. P. 120: D. P. 80. Leucocytes 
14.800; Polys 89: Lymphs 6: Large Mon. 5. 
On May 22nd, pulse 134. respiration 36. Pul- 
monic second sound appeared to be slightly 
weaker. Cyanosis appeared that might and 
patient began to expectorate blood-streaked 
sputum. On the morning following. was very 
blue and pulse could not be counted. »&. P. 
between {20 and 130. That night became un- 
conscious and died at 7 A. M. the next morn- 
ing. 

Case VITI. Female of 76 vears was burned 
severely on legs and back, January 18, 1920. 
Placed in hospital January 20th, and appar- 
ently did nicely until the 23rd when, in spite 
of frequent change of position, developed a 
hypostatic pneumonia. Pulse 120; respira- 
tion 28: temperature 103.4. Leucoeytes 12.- 
800: Polys 85; Lymphs 10; Large Mon. 4: 
EKosinophiles 1. Urine showed large amount 
of albumen and numbers of hyaline and gran- 
ular casts. B. P. S. 150; D. P. 110. On the 
morning of the 24th, pulse 140, S. B. P. 140, 
D. P. 100. The pulmonic sound appeared to 
be very weak. That night the patient became 
unconscious and the pulse rate was so fast 
that it could not be counted. Died after ling- 
ering until 2 A. M. the 26th. 

The reason for making a brief report i= 
which death resulted is for two purposes 
You will note in all cases that there was a 
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fall in pressure as the pulse rate went up: 
further, the leucocyte count was low while the 
poly was exceedingly high. The pulmonic 
second sound always warned us of the gravity 
of the patient's condition. Secondly, with the 
exception of cases one and seven ali pneumo- 
nias were complicated by somewhat wnusial 
conditions, which undoubtedly contributed 
largely to the rapid deaths. 

The prognosis in pneumonia depends en- 
tirely upon our ability te keep the heart go- 
If we are able to aid the heart in with- 
standing the extra work imposed upon it un- 
til the pneumonia resolves, our patient will 
live: however, if the pneumonia outlasts the 
heart, death takes place. 

To my mind, the blood pressure, blood tind- 
ings, the intensity of the second pulmoni 
sound, are the three most important factors. 
Gibson’s rule, that is, when the systolic: pres- 
sure curve expressed in millimeters of mercury 
is lower than the rapidity of the pulse curve 
representing the frequency per minute, an un- 
favorable result may be apprehended. 

Those cases where the leucocytes are low 
with a high poly count, should always give 
us concern. 

Where we find with an advanced pneumo- 
nia, a second pulmonic sound growing weak. 
it is always indicative of a dilatation of the 
right heart, which is practically always fatal. 

The treatment consists in keeping the heart 
going, as up to this time no serum or vaccine 
seems to counteract the disease. It is true 
that in some cases, after serums or vaccines 
have been administered, crises have been noted 
within 24 hours with recovery. But [I have 
also seen the same results following large doses 
of Dover's powders and counter-irritation 
and, in view of such, after watching a series 
of cases where serum was administered, I 
‘annot but feel that our crisis was more of a 
coincident with the administration of the 
drug or serum rather than the action of either. 
Hence, in the face of such evidence, it seems 
to me that, until some treatment is found 
which gives much better results than any now 
at hand, we will find our mortality will be 
lower if our attention is devoted to the cir- 
culatory system rather than the pneumonia 
itself. 

As soon as the diagnosis of pneumonia is 
made, the patient should at once be placed 
on a porch, if possible, or in a well-ventilated 
room with sufficient clothing to prevent chilli- 


ine 
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ness or discomfort. Blood pressure should be 
ascertained twice daily, L. and D. daily, 
and a careful study made of the heart’s action, 
particularly the second pulmonic valve be- 
cause, as stated above, it is one of three dan- 
ger signals. The usual routine urinalysis 
should be made. Diet should consist of any 
food the patient does not have to masticate. 
as the act of mastication is exhausting in 
itself. Use ice cap for temperature of 101 
plus and give attention to the gastrointestinal 
tract—the amount of fluids taken in and ex- 
creted. Whether counter-irritation and ex- 
pectorants are of value is difficult eo say. How- 
ever, if no result is obtained before the stage 
of consolidation, none is to be expected, and it 
seems best to stop them, as all such drugs 
have a tendency to produce nausea, which is 
about the last thing we care to have. It is on 
the above facts that the treatment 
The question of what stimulants should he 
used and at what time they should be started 
has always given us concern. However, of 
the numerous drugs used there seem to be only 
three that proven themselves reliable, 
namely, tinct. of digitalis, morphine sulphate. 
and adrenalin hydrochloride. 

The longer stimulation can be withheld in 
reason, the better are our chances for results 
when we resort to it, although we will possi- 
bly have to rely to a large extent on guess- 
work as to the best time to begin stimulation. 
T believe an increase of forty in the normal 
pulse rate, and where a slight fibrillation is 
noted seems to be about the best time. It is 
from this stage on that all of our wits are 
brought into play. The patient is usually 
coughing. irritable, nervous, and possibly in 
pain. Here morphine given in 
atropine, gr. 1-150, q. 4 h. or p. r. n.. 
be invaluable. It relieves the coughing. pain, 
and nervousness, and usually causes a com- 
plete relaxation of the patient and also adds 
its mite to stimulating the heart, thus natur- 
ally relieving the heart of an untold amount 
of overwork. 

Of the direct heart stimulants, tinct. of 
digitalis seems to be easily the most reliable 
and certainly, to me, the most logical. Strych- 
nine, sparteine sulphate. strophanthus. caf- 
feine, sodium benzoate, ether, alcohol, aro- 


is based. 


have 


ors, I his 


seems to 


matic spirits of ammonia, and many others of 
less importance, all accelerate heart action, 
which is what we are trying to get away from. 
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An accelerated heart soon wears out: on the 
other hand, death from a slow heart is rare 
indeed. 

Tinct. of digitalis, or preferably digitol. 
should be given from 40 min. to drachm doses. 
Tt slows the heart's action, produces a regular 
rhythm, adding materially to the 
each beat. ; 


force of 
From such doses, although some- 
what large, I have never seen any ill results. 

The blood pressure should be constantly 
borne in mind and be maintained by adrenalin 
hydrochloride, min. 15 to 20, q. 4 h.. 
an invaluable procedure. 


often 
I have seen a fall- 
ing pressure raised ten points, with a drop in 
pulse rate of 12 to 20 beats in 12 hours, with 
adrenalin and digitalis alternating q, 4 h. 
In conclusion, I may say that I realize that 
this paper is subject to a great deal of criti- 
cism on the stand taken against the use of 
the vaccines and serums now 
I believe that 


in use. However, 
if a close record of the cases 
that received the serum and treat- 
ment, and where a large dependence was 
placed in this form of therapy, is compared 
with a record of those which received a strict- 
ly medical treatment, we will find the mor 
tality larger in the modern form of 
treatment. I do not wish my view to be mis- 
understood, as I believe at a later day a se- 
rum or vaccine will be given 


vaccine 


more 


us which will 
control pneumonia as antitoxin does diphthe- 
ria today. But. from my limited observation 
of the serums in use today. it seems that a 
treatment of the disease. on a scientific basis 
with the drugs mentioned above. will be much 
more satisfactory to the doctor, and certainly 
to the patient in the end. 
512 Taylor Building. 


THE DIAGNOSIS OF CONDITIONS OB- 
TAINING DURING NORMAL LABOR, 
WITHOUT VAGINAL EXAMINA- 
TIONS. 


By BURNLEY LANKFORD, M. D., Norfolk, Va 


There are several reasons for obtaining the 
information needed during the course of labor 
by other means than through vaginal exami 
nations. First and foremost of these is the 
prevention of puerperal infection, and as 
minor reasons, may be mentioned the conven- 
ience of the obstetrician, and nurse, and the 
lessened inconvenience to the patient. Sepsis. 
probably. can never be fully controlled. be- 
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“ause In a certain proportion of women auto- 
infection will be the cause. It is more than 
probable, however, that a far greater number 
of women are infected by organisms carried 
in on fingers or instruments. To advocate 2 
means that will help prevent such infection, 
is the reason for this paper. 

For many years, the few pioneers in medi- 
cal thought believed and taught that puerperal 
sepsis, then known as child-bed fever, was 
contagious and due to some extraneous miat- 
ter carried to a woman, They were only the 
few, however, and were unable to obtain the 
following of the profession at large. Even 
so great a thinker and clear a writer as Oli- 
ver Wendell Holmes was made fun of and 
even sneered at by some when. in 1843, he 
published a paper in Boston on “Contagious- 
ness Of Puerperal Fever.” Four years after 
this, Semmelweiss, convinced of the conta- 
giousness of puerperal fever and the method 
of transmission, instituted in his clinies cer- 
tain restrictions in vaginal examinations by 
students that at once caused a very marked 
fall in the incidence of such infection. The 
work of these two great men was for the en- 
lightenment only of the few, until the time 
of “Listerism.” when in 1870 Sir Joseph Lis- 
ter introduced antiseptic methods in surgery. 
and the wave of advance in surgery lapped 
over considerably into obstetrics, whereat the 
scoffers began to realize that Holmes was not 
such a fool after all! 

Even in our day, the process of labor is no‘. 
looked upon as essentially a surgical proced- 
ure: not by the public at large, not by the 
army of midwives who deliver in the agegre- 
gate far more women than the medical pro- 
fession, and not seriously by the main body 
of the medical profession itself. The reason 
for the last statement is the fact that the mor- 
tality and morbidity rates remain almost the 
seme that they were in 1860, ten vears befors 
the profession at large was familiar with the 
bacteriological origin of disease, 

Victor Bonney, of London, published in 
Tue Lancer last year. a paper in which he 
states that in the registration areas of 15 for- 
eign countries, only five of them showed any 
appreciable diminution in the death rate from 
puerperal infection within recent vears, and 
in those five it was approximatelv only one 
per cent. The reports from the Department 


of Labor of the U. S for 1917 showed no defi- 
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nite decrease in the death rate from = child 
bearing, in our own registration areas and, 
in this country as in Europe, puerperal sepsis 
lieads the list of the causes of death among 
pregnant women. Sepsis more than «loubles 
any of the other three main causes of death 
in such cases, namely, toxemias, hemorrhage 
and embolism. Bonney very tersely 
“Not much more than a bowl of antiseptic so- 
lution stands between the obstetric practice 
of today and that of the sixties.” The redue- 
tion of mortality in well conducted lying-in 
hospitals has been great, whereas in the days 
preceding antiseptic surgery, it was far more 
dangerous for a woman to be confined in a 
hospital than in her home. Why this differ. 
ence? Because, in a well conducted hospital. 
the obstetric woman is looked upon as a ma- 
jor operative risk, and precautions are taken 
accordingly. Even so late as the time when 
I began the practice of medicine, there lived 
in this city a man of large talents who had 
spent a long and useful medical life, who used 
te say that he washed his hands when he went 
to a labor case; ves, but it was after delivery! 

Infections are extrinsic and intrinsic; ex- 
trinsic are those which are carried from one 
patient to another, or from outside sources 
to the patient; intrinsic are those carried in 
from the patient’s person, or dwelling already 
within the patient. Extrinsic infections ein 
be abselutely controlled by the careful use of 
gloves aided by constant watchfulness in the 
effort to keep our hands clear of infectious 
matter. The intrinsic can be largely controlled 
by a careful and antiseptic technic. The ex- 
trinsic, or patient to patient. infections have 
been almost abolished in carefully conducted 
institutions: the intrinsic still occur in them 
and in private pratice. 

This paper does not attempt to take up the 
question of reduction of maternal mortality 
further than the help to be gained towards 
that end by the doing away with vaginal ex- 
aminations. The mortality and morbidity 
rates are still great encugh among post-partum 
women to make every man who does obstetrics 
look carefully into his methods. Tt would un- 
doubtedly reduce this mortality rate if every 
man who does obstetrics would determine to 
so perfect his technic that each case of labor 
could be conducted without vaginal examina- 
tion. By this means we can at once get rid 
of one of the chief sources of infection. T do 
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not mean that a vaginal examination may not 
be occasionally required, nor that all infections 
come from such examinations. It is, of course. 
true that a number of infections will always 
take place; we cannot hope to entirely elimi- 
nate them. A sleeping salpingitis may flare 
up as a result of trauma during labor: a crowd 
of gonococci from Skene’s or Bartholin’s 
glands may take this time. of what we call 
weakened resistance, to ungratefully attack’ 
the hostess who may have sheltered them for 
many months. Streptococci, or some of the 
colon group may have been introduced shortly 
before labor by douche points, tub baths. diar- 
rhoea, or even by that male organ, which in 
the erect state is said to respect nothing. There 
is no area on the body more alive and swarm- 
ing with bacteria than the vulva and perineum, 
I¢ is over and through this germ-ladened area, 
then, that vaginal examinations have to be 
made and, no matter how carefully we make 
them, there is, in the aggregate, a decided 
risk—a risk that we may largely eliminate if 
we can develop a technic that will do away 
with the necessity for such examinations as a 
routine, 

It is possible in most (though not in all) 
cases to obtain the information we need 
throughout the course of labor by means of 
abdominal and recta! examinations. These 
may be made with only ordinary cleanliness 
and without attempting asepsis. It is essen- 
tial that the hands be warm and that paipa- 
tion should be gentle, particularly at. first. 
and that it be practiced between pains. Rough 
and rapid palpation will set up defensive re- 
actions on the part of both the patient and her 
abdominal muscles and will go far to defeat 
the desired end. 

In order to make abdominal examination- 
most helpful it is well to have a regular defi- 
nite method and to follow it in all cases. In 
endeavoring to locate the position of the child 
accurately, the first step should be to deter- 
mine in which side of the abdomen the greater 
part of the child lies. De Lee’s method of 
doing this seems the simplest and best. He 
divides the space around the umbilicus into 
two right angle triangles, their bases opposed 
and along the mid-line, umbilicus in the cen- 
ter of base line, and presses in these triangles 
with the ends of fingers of both hands straight 
down towards the mother’s back. The fingers, 
in one triangle will meet with much greater 


resistance than the fingers in the other trian- 
gle, the foetus, of course, being on the side 
of the greater resistance. This gives a lead 
wlso for finding the back, which is next lo- 
cated as a hard, smooth, rounded body giv- 
ing a sense of decided resistance to the pal- 
pating hand, the palmar surface of the fingers 
now being used. Having located the back, it 
is reasonably certain that the small parts will 
be on the opposite side of the abdomen, but 
in order to make sure we can palpate where 
we think the small parts are or should be. 
and, in not a few cases, we will find that we 
Were mistaken in the first location of the back. 
It is well, then, to prove each step. Should 
the back be found well towards the mother’s 
front, that is, near the mid-line, it is reason- 
ably certain that the child is in an anterior 
position, right or left, as the case may be. On 
the other hand, should the back be well down 
in the mother’s flank, presumably the position 
is a posterior one. To again prove out the 
problem by the small parts, when the childs 
back is well to the mother’s front near the 
mid-line, the small parts should be found well 
down in the flank of the opposite side, and 
when the child’s back is well down in the 
mother’s flank, the small parts should be found 
easily, and well to the front, on the opposite 
sile. The back and small parts having been 
satisfactorily located, the next step should be 
to look for the head, below, and this can be 
done by means of one hand or both hands. 
Should one hand be used, we face the mothe 
and seek to grasp the head between thumb 
and fingers pressed steadily, firmly and slowly 
downward into the woman’s abdomen, just 
above the svmphysis. At the beginning of 
labor, the head can nearly always be quite 
definitely made out in this location, and in any 
event we should seek to prove this step by 
palpating for the head above and noting its 
absence there. Having found back, small parts 
and head, the next thing we want to know 
is whether the head is flexed or not, and this 
ean usually be done by locating the cephalic 
prominence. When the head sinks into the 
pelvis, normally it is flexed, the chin being 
well down upon the chest, the back of the 
child’s head and its back forming a_ slight 
angle. When this is the case, by palpating 
with both hands (the examiner facing now 
towards the mother’s feet). using firm but 
deep pressure just behind the symphysis, the 
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finger tips of one hand are found to go down 
into the pelvis more easily than those of the 
other, which meets with more resistance, This 
resistance is found to be a hard body and is 
caused by the cephalic prominence which is 
usually the brow or the face of the flexed 
head. The cephalic prominence should always 
be on the same side of the mother’s abdomen 
as the small parts. In only one position is 
this not true, and that is in a face case where 
the head comes down in extension, rather than 
in flexion. The degree of descent of the head 
‘an be found from time to time by using the 
same manoeuver just described in locating the 
cephalic prominence. Having located the dif- 
ferent parts of the foetus with reasonable ac- 
curacy, some help may be obtained, merely 
confirmatory, however, by locating the foetal 
heart. It will not do to depend upon this 
sign too strongly, as in my experience it hag 
often been found misleading. Not infrequently 
the foetal heart will have been heard best in 
the R. O. A. position, when the course of the 
labor proved that the position was a left one. 
and also, it is not unusual to hear the foetal 
heart best on a line above the umbilicus in 
other than breech cases. 

After a careful abdominal palpation and 
auscultation, if we have been able to satisfy 
ourselves of the position, what else do we 
need to know? Chiefly the degree of dilata- 
tion, whether the membranes have ruptured 
or not, and to exclude a possible prolapse of 
the cord. The degree of dilatation we can 
discover in a large percentage of cases by 
rectal examination. The patient should be 
told that a rectal examination is to be made, 
as some women will think we have made a 
mistake and entered the wrong opening. She 
will be too much embarrassed to tell you so. 
but will tell all her friends of your mistake 
at some later period. This is a practical and 
not a theoretical warning, as I have known 
just such criticism to occur. In making a rec- 
tal examination, if we bear in mind what we 
are feeling for and that we have to feel it 
through the bowel wall, a partition that is 
not very thick, it will become increasingly 
less difficult as we perfect our sense of toucly 
for that one thing. By means of this we can 
learn whether the cervix has been obliterated 
or not and how much the os is dilated. Often 
we can tell whether the membranes have been 
ruptured or not, and in some cases we can 
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make out the fontanelles; in not a few cases the 
sutures can be felt and followed. The progress 
of the head in its downward course can be 
determined in all cases. A breech presenta- 
tion can be diagnosed by this touch and a pro- 
lapsed cord, if we are on the lookout for such 
a possibility. 

Occasionally we have to deliver a woman 
with a very fat abdomen, or one who does 
not seem able to relax her abdomen, and we 
have to acknowledge that, literally, we can- 
not tell heads from tails by abdominal pal- 
pation! In such, a case the rectal examination 
should be made all the more carefully (and 
frequently if necessary) in order to obtain, 
if possible, the information we need to con- 
duct a normal case without vaginal examina- 
tions, which is the burden of this paper. For 
rectal examinations, finger cots may be used 
and thrown away, or a separate glove, so 
marked and cared for that it cannot be used 
for # vaginal examination. When a vaginal 
examination becomes necessary, such as in the 
application of forceps, the exclusion of a pla- 
centa previa, the removal (manual) of an ad- 
herent placenta, we should approach such an 
examination with the same degree of care 
that we would a clean wound, because that is 
essentially what the woman will have, after 
delivery. The combination of antisepsis with 
asepsis should go hand in hand and the value 
of antisepsis should be stressed, because it is a 
very difficult thing to conduct an aseptic tech- 
nique, particularly in a home. On the othen 
hand, it is a dangerous thing to depend en- 
tirely upon antiseptics in the conduct of a 
labor case. All that surrounds the genital 
tract, the patient’s skin, her linen, our gowns, 
should be aseptic so far as it is possible to 
make them. Some one has said that “an un- 
assisted labor is an operation that the preg- 
nant woman performs on herself.” The wounds 
are self-inflicted, but they are there. We may 
look upon the puerperium, then, as the time 
of healing, and the environment should be 
made the same that is proper for the healing 
of any other clean wound. 

Not until labor is looked upon as a major 
operation, and all contacts with the labor area 
made as carefully as contacts with any other 
surface of the body prepared for a clean op- 
eration, will the general mortality from puer- 
peral sepsis throughout the world be mark- 
edly lowered. 5380 Shirley Avenue. 





1920.] 


THERE IS NOT ONLY A DISEASE WHICH 
HAS THE PATIENT BUT A PATIENT 
WHO HAS THE DISEASE. 


By WILLIS WILSON SILVESTER, M. D., Norfolk, Va. 


The above statement was one that I heard 
recently in an address, and the impression it 
made upon me was so strong that it becomes 
more deeply imbedded each time it re-occurs 
to my mind. 

“A discase has the patient.” TI dare say this 
is the portion of the quotation that is upper- 
most in the mind of the average one of us as 
a rule, when studying our patients. It is a 
subject of which we read in every medical 
and surgical journal, as well as hear discussed 
at. all of our societies, 

“A disease which has the patient.” The 
only possible means of arriving at a correct 
diagnosis of this disease is by attention to 
detail: detail in art as well as detail in science. 
Let us ask ourselves this question: Why is 
this or that man called in as a consultant? 
Why can not I diagnose this vague condition 
he? On asking ourselves these 
questions we are apt to find that the differ- 
ence between ourselves and the man we call 
in consultation is that the consultant has 
formed the habit of (1) history taking: (2) 
thorough physical examinations; and (3) 
routine laboratory examinations. He cannot 
be too careful in taking and recording the 
history of his case. He will examine not only 
the part complained of, but he goes over the 
patient’s entire system every time, and uses 
his mental faculties while going over it. The 
careful physician, chancing on an abdominal 
lesion, does not forget that some other organ 
may be the source of the actual trouble, or an 
important complicating condition. As one of 
the foremost men in the profession puts it, 
“Although I have devoted myself to the study 
of diseases of the chest—a so-called specialty 
—for more than twenty years, experience has 
led me to see that such a thing as a medical 
specialty in the accepted sense cannot exist. 
Diseases cannot be divided into those of this 
or that organ, for the human body is a unit. 
One part cannot be diseased without affecting 
the other parts. No organ can be understood 
except in its relationship to other organs, and 
to the body as a whole.” With this in mind 
we are brought to the third stepping-stone 
of our diagnosis. 


as well as 
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It was not more than thirty years ago that 
the clinical laboratory was established. Small 
wonder that men educated before that time 
still practice medicine without the aid of the 
most valuable laboratory tests. Still 
wonder that men educated more recently, ac- 
curately trained in these methods, returning 
home and associating with their elders for a 
long time, look upon the laboratory as a frill, 
and on the old methods as those to be fol- 
lowed. But just as surely as the examination 
of the urine by inspection has been superseded 
by chemical and microscopic methods, so far 
has laboratory help become a necessity in the 
final diagnosis and prognosis of certain con- 
ditions. Our consultant will make urinalysis 
au matter of routine, he will find his blood 
counts often a deciding factor in the case, he 
will not hesitate to apply the more elaborate 
tests as they are indicated. He does not for- 
get, however, that laboratory work, accurately 
done, is an aid of first importance, but it can 
rarely be depended upon alone in making his 
diagnosis. Any one can make a_ diagnosis 
of nephritis if the patient has anasarca, albu- 
min in the urine and many tube casts, but the 
time to have made the diagnosis was long be- 
fore these symptoms appeared. Negative find- 
ings are not proof that the elements in ques- 
tion are not present: just as a negative Was- 
sermann does not necessarily mean that the 
patient does not have syphilis, or the fact 
that the Roentgen plate does not show ga'll- 
stones does not eliminate them from among 
the possibilities. But the man does not live 
who can guess at conditions and not sooner 
or Jater make a mistake, who can persist in 
snap diagnoses and not frequently have them 
fall down. We are all impressed with the 
truth of the adage that in the profession of 
medicine one must, if he loves his work, al- 
Ways remain a student and use his student's 
lamp. 

“But there is a patient who has a disease.” 
The sccond half of the aueiution is a matter 
upon which considerable has indeed 
been laid, yet it cannot be brought before th 
profession any too often. 


less 


stress 


In medicine, pure science is not the whole 
consideration. Science in all of its branches 
ean go forward. In medicine we shall con- 
tinue to progress in all branches but one, and 
in this we shall never be able to excel our 
fathers. It lies in the humane treatment of 





our sick. The kindly courtesy they taught 
us to show. regardless of caste or creed, is by 
far the best policy for us to pursue. It will 
gain confidence where faultless technique may 
fail. Let us not be so taken up with our sci- 
entific progress that we cannot devote a few 
minutes to cheer and sympathize with our 
patient. The man who can put himself in his 
patient’s place will rarely go wrong. Put the 
question to yourself, “Would I stop here if I 
were the patient’ Have I left something un- 
done that I would wish done if I were he? 
Some little thing other than from a standpoint 
of investigating his disease, something other 
than a pill or liquid. something that may help 
to relieve a mental tension as well as a bodily 
ache?” To give a man the personal attention 
that you would show for those nearest to 
you, is to insure for yourself fewer restles- 
nights, unless the dollar is your guiding star. 

A medical degree and a license to practice 
were never intended to deprive citizens of 
their money without giving service in return. 
In this connection we are reminded that the 
average individual does not object to paying 
for services rendered. It behooves us, then, 
to render service. Many cannot afford to pay 
what we consider our services worth. Never- 
theless, these people must be taken care of. 
As a profession we are not fond of thinking 
of ourselves as business men, but in giving 
these people the aid of a skilled Jaborer in 
our chosen field. we may remind them that 
there are no union hours and no fixed wage 
scale in the profession of medicine. In study- 
ing anv new case the probabilities are that 
you have derived benefits of incalculable value 
to yourseelf, and the patient as well. A doctor 
can decline to assume charge of a patient. he 
may refer him to others, but if he does take 
the patient under his care, he should give the 
case his most thoughtful attention. 

The country has such need of every well- 
trained, conscientious physician that success 
cannot fail to lie before the man whose tech- 
nical skill touches elbows with the simple vir- 
tues of daily living: who is honest, who is 
unselfish, who is generous to those who need 
his generosity, and never too busy to be kind. 
He cultivates “that only ambition that can 
never become a vice—to excel others in doing 
good.” 

The psychic effect of such treatment may at 
times be more beneficent than any drug. The 
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psychic control with which the body of man is 
endowed is above and capable of intuencing 
the nerve control. Just as the reflex is the 
basis of nerve control, so the ¢dea is the basis 
of the psychic control; and as normal fune- 
tion on the part of the nervous system is es 
sential to physical equilibrium, so are normal 
trends of thought vital to a mental or psychi- 
cal equilibrium, As the action of the body 
depends upon the reflex, or the reactions of 
the physical man to outward stimuli, so man’s 
conduct results largely from his psychologi- 
cal reaction toward his surroundings. 

We all have patients whom we do not care 
to treat because they refuse to listen and ad- 
here to our admonitions. A firm and positive 
attitude is essential to beneficial results, but 
we must remember that it is a diseased and 
not a normal individual who resists, and as 
improvement takes place they are naturally 
more amenable to reason. To modify dictates 
of routine and treatment at first is to pave 
the way for restrictions that we could not have 
thought of applying earlier. 

At times suggestions are better than state- 
ments. I recently had a patient who required 
both a day and a night nurse. The patient 
adored the first nurse and was readily con- 
trolled by her. When the sick woman longed 
for forbidden things, the request was tact- 
fully turned aside, perhaps by suggesting that 
she wait until the doctor came, and asl¢ him 
about it. The second nurse was disliked by 
the patient—why? Because her answer to the 
plea was simply, “No, you cannot have it.” 
The effect upon the psychic system reacting 
upon the nervous system did not tend toward 
improvement of the patient’s general condi- 
tion, while the influence of the other's tactful 
consideration was most beneficial. I mention 
this striking instance to show how the psychic 
forces predominate over the nerve control. 
The same effect is quite as simply illustrated 
in the statement made so many times by the 
doctor, when it is unnecessary, “There is no 
hope.” Guard your prognosis. 

We are all human and make our errors, but 
if the above be kept in mind and borne out 
in practice, those of us who have a conscience 
that is on the job will find our sleep broken 
by fewer apprehensions. Each of us has a 
conscience; do not let that conscience become 
sclerosed. One of the deepest spiritual bene- 
fits following in the train of the great war lies 
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in our awakened sense of collective responsi- 
bility. Every man has become his brother's 
keeper, his helper rather than his mentor or 
judge. No man has attained to this responst- 
ble state in a higher degree than he whom 
tradition has always selected as his brother's 
most disinterested keeper—the physician. To- 
day our collective responsibility has a very 
wide horizon—let us view it at every point if 
we can. 
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LARYNGEAL STENOSIS.* 
By L. T. ROYSTER, M. D., Norfolk, Va. 

Laryngeal stenosis is one of the most tragic 
situations known to medicine; its relief by 
intubation is as satisfactory as it is dramatic. 
There are a number of causes of difficult or 
obstructed breathing, resembling, to the cas- 
ual observer, very closely the clinical picture 
of laryngeal stenosis, and from which this 
condition must often be differentiated. Those 
most frequently encountered are: post- or 
retro-pharyngeal abscess, peritonsillar abscess, 


foreign body in the larynx or trachea and 
edema of the glottis. The diagnosis from 


retro-pharyngeal abscess is especially impor- 
tant, since in the latter condition the separa- 
tion of the jaws by the mouth gag is often 
followed by immediate death. 

This paper will deal entirely with mem- 
branous croup or laryngeal diphtheria, and 
its treatment by means of the intubation tube. 
There are four conditions which may call for 
intubation : 

1. Catarrhal or spasmodic croup; 

2. Influenzal croup; 

3. Membranous croup or laryngeal diph- 
theria: 

4, Edema of the glottis. 

1. Catarrhal or spasmodic croup usually 
comes on at night, most often near midnight: 
is usually accompanied by a_ high-pitched. 


*Read before the Medical Society of the State of 
North Carolina, April 21, 1920. 
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ringing, harsh metallic cough. It comes on 
suddenly as a rule and ends as abruptly as 
it appears, with the approach of day. It has 
a tendency to recur for three successive nights, 
but during the day is generally unnoticeable. 
There are some children who are “subject” to 
this form of croup, having it with every slight 
cold or with any sudden variation in weather, 
or after over-eating, in which instance it takes 
the place of a digestive upset. Unfortunately. 
catarrhal croup does not invariably clear up 
during the day, but may persist and produce 
a continued hoarseness and stenosis, which is 
so severe as to require intubation. I have 
never seen an instance of this, but it is said 
by many excellent observers to occur. The 
nearest approach to it, which has come to my 
attention, was in a case of measles. This chili 
required the closest observation for about ten 
days, during which it was thought, from hour 
to hour, that an intubation might be required. 
During the past winter this child developed 
influenza during the convalescence from chick- 
enpox. She again developed a severe sten- 
NOSIS, 

This condition, though 
observed many years ago, has come into pron- 
inence during the recent epidemic of influenza, 
particularly through the writings of Lynah. 
of New York. He mentions several types 
which it is not necessary to 
These cases occur during an attack of influ- 
enza, and develop quite suddenly. If intuba- 
tion is needed, it is needed very early in the 
course of the croup. They are frequently inter- 
mittent and are very spasmodic. ‘They may be 
so severe one minute as to almost call for im- 
mediate intubation, while the next minute 
the patient may be resting quite comfortably. 
Some of these cases, however, pursue the usual 
course of laryngeal diphtheria, and gradually 
increase in severity, but in a much shorter time 
than in diphtheritic croup, and finally require 
intubation, 

There is only one method of diagnosis, and 
that is by means of the laryngo-tracheoscope. 
This cannot well be used except in a hospital 
especially equipped: and as far as treatment 
is concerned, matters little beyond the neces- 
sity for the exhibition of the antitoxin. IT 
am quite sure that one or more of my cases 
of the past winter was of this type. though T 
have no way of proving it. One of these cases 
developed quite suddenly about midnight in 


2. Influenzal croup, 


describe here. 
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a child which had had a severe cold for sey- 
eral days. By ten o'clock the next morning 
it needed intubating. This child died of bi- 
lateral pneumonia at 10 P. M. the same night. 

3. Laryngeal diphtheria. There are two 
forms of this condition, primary and second- 
ary. 

Primary laryngeal diphtheria is, as its name 
implies, of primary laryngeal origin; that is. 
not following or secondary to a faucial in- 
fection. There is no visible membrane, and a 
positive culture is rarely obtainable, because 
of the difficulty of getting into the larynx with 
an applicator. This diagnosis, therefore, must 
rest entirely on the symptomatology and clin- 
ical course of the disease. This form comes 
on gradually, irrespective of the time of day 
or night; the child is only slightly hoarse at 
first, but this hoarseness gradually increases 
in severity in the course of one to three or 
four days until labored respiration sets in 
with marked retraction of supra-sternal and 
epigastric spaces, as well as the intercostal 
spaces. Finally, marked cyanosis occurs, 
which gives way to an ashy appearance which 
immediately precedes death from suffocation. 
This is the course of untreated cases. This 
type is rarely as septic as the faucial or the 
mixed cases. The reason for this is that the 
larynx is poorly supplied with lymphatics. 
We should never be fooled by the ansence of 
faucial membrane, and should never wait for 
a positive culture, when dealing with this 
type. 

Secondary cases are those which follow or 
are secondary to a faucial infection, or are 
concurrent with such an infection. They are 
apt to be very septic, and require most ener- 
getic treatment in order to save them. 

4. Edema of the glottis may develop in the 
course of any disease, especially. acute ne- 
phritis, or arachitii bronchitis (Jackson). or 
from food idiosynerasy. such as egg albu- 
min. This edema may be severe enough to 
require intubation. 

Incidence of laryngeal diphtheria. Tn this 
vicinity (Norfolk, Va.), as a rule the largest 
number of cases occur from January Ist to 
April 1st. and the number of cases is rarely 
in proportion to the number of cases of diph- 
theria in the community at the time. This 


vear the conditions have changed, and T had 
performed ten intubations before Christmas 
(four since). During twenty vears of private 
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practice I have averaged about ten each win- 
ter. By far the larger number of cases occur 
among the poorer people, but a fair number 
occur among the well-to-do, 

Responsibility, In a large number of cases 
the parents rarely think the child has any- 
thing more than a severe cold for several days, 
a physician often being called when the child 
is breathing with great difficulty and is quite 
cyanosed. But this is by no means always 
the case. Physicians themselves have a large 
share in the responsibility in death from mem- 
branous croup. More cases have come to my 
attention in which the physician failed to 
recognize the condition, than those in which 
he was called too late. Physicians are not 
‘areful enough in treating sore thoats. It is 
absolutely essential to take a culture of every 
throat which shows a patch, regardless of its 
size or location, and not say that a child has 
a tonsillitis merely from inspection. In al- 
most every case of secondary laryngeal diph- 
theria which has come to me for traetment, the 
physician has assumed that he was dealing 
with a tonsillitis, without ever having taken 
a culture. As for the primary laryngeal cases, 
there is only one absolutely safe rule to fol- 
low; every case of croup which comes on dur- 
ing the day, and every case which comes on 
at night, and which does not clear up during 
the day, should have antitoxin. If this rule 
were followed, intubation would rarely be 
performed. 

Age of occurrence. The vast majority of 
cases of membranous croup come on between 
the first and fourth years; occasionally. how- 
ever, one sees a nursing infant which has to 
be intubated. My youngest case occurred 
during the past winter, when I intubated a 2- 
months’ old nursing infant, which was wel! 
advanced in labored breathing, having been 
stenosed for three days. This infant coughed 
up strips of membrane, which, however, show- 
ed no diphtheria bacilli on culture. The child 
did poorly all through the tube period (6 
days) and died of pneumonia eight hours af- 
ter extubation. 

Indications for operation. By far the larger 
number of cases which come to the operator 
for intubation, come late in the course of the 
disease—many of them so late that it is with 
difficulty they are saved at all. A number are 
not saved because of needless delay in intu- 
bating. When the supra-sternal and epigas- 
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tric spaces are retracting, showing that the 
child is laboring for breath, and bringing into 
play the accessory muscles of respiration, and 
the pulse is becoming rapid, intubation should 
be performed without delay. When the in- 
tercostal spaces are retracting with inspira- 
tion the child is in imminent danger, and when 
there is cyanosis the case is desperate indeed. 
The danger in these cases is rarely from the 
septic condition, but rather from the strain 
that labored respiration puts on a heart whose 
muscle fibers are already affected by a disease 
which has a special predilection for this par- 
ticular muscle. The longer the stenosis lasts 
without relief, the more rapid and thready 
the pulse becomes, and the more hazardous the 
convalescent period, with consequent death 
in many cases after the stenosis has been re- 
lieved by a tube. 

It is far better to intubate early—even un- 
necessarily—than to wait too long. Extuba- 
tion, as a rule, is performed on the fifth or 
sixth day. Not infrequently the tube must be 
replaced within a half hour, while occasion- 
ally it is expelled by coughing at about the 
right time without needing re-intubation. 

The operation. When urgently needed, the 
more expeditiously the intubation is done, the 
better for the child since, while introducing 
the tube, there is necessarily a short period 
during which all air is shut off. Perfect sue- 
cess in this operation can only be obtained by 
one with considerable experience. I was much 
amused when asked once by a physician if I 
did not think it was better to do a tracheot- 
omy than to make eight or ten attempts at 
an intubation. The reply was, that any one 
who had to make so many efforts was not suffi- 
ciently skilled to attempt it at all. Asa rule, 
from the time the gag is placed in the mouth 
to the time the tube is in place. the obturator 
withdrawn, and the gag removed, should re- 
quire about ten seconds. Rarely should it be 
necessary to make a second attempt. 

Dr. Joseph O'Dwyer, the inventor of the 
tube, always required his students to intubate 
one hundred times on the cadaver before at 
tempting the operation on a living child. 

Extubation is far more difficult than in- 
tubation. It is particularly difficult when it 
must be done to relieve a stopped tube. When 
removing tube at the expiration of the needed 
time of its stay, we may take our time and 
be deliberate. 
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The instrument. There is only one type of 
tube, introducer and extubator which is per- 
fectly adapted to this work, and that is the 
O’Dwyer type, made only by George Ermold 
in New York, There have been many imita- 
tions, but there is only one genuine. In the 
selection of a tube it is essential to choose the 
right size; not so small that it will be easily 
coughed up, and not so large that it will over- 
stretch the larynx, and thereby cause irrepa- 
rable injury. This error may also result in 
the child’s having to wear a tube for a long 
period, if not indefinitely. 

The care of Cases, No class of case holds 
the operator on duty more closely than do 
intubation cases. He must never be so far 
away that he cannot be reached within a few 
minutes. These cases are essentially hospital 
cases, and require the service of a nurse espe- 
cially trained. Now that the city of Norfolk 
has a Contagious Hospital, with proper fa- 
cilities for handling intubation work, I re- 
quire all such cases to be transferred to the 
hospital, although I must say that I have 
done some of my best work in this line, not 
only in the private homes of the poorer classes, 
with and without a nurse, but even many miles 
in the country, where I saw the patient only 
at the time of intubation. In one of these cases 
the tube was coughed up in a accommodating 
manner four or five days later, I eventually 
receiving it by mail. 

THE AMERICAN COLLEGE OF SUR- 

GEONS.* 


By SOUTHGATE LEIGH, M. D., F. A. C. S., 
Norfolk, Va 
Visiting Surgeon and Gynecologist, Sarah Leigh 


Hospital and Clinic. 


There seems to be so general a misunder- 
standing in regard to the organization, work 
and aspirations of the American College of 
Surgeons, that it has appeared to the writer 
to be wise to discuss the matter frankly before 
this Society. He wishes, however, at the out- 
set to state distinctly that he has no authority 
whatever to represent the College any more 
than any other one of its 4.000 fellows; al- 
though, having been cne of the original 500 
organizers, and having from its inception 
taken the deepest possible interest in its wel- 
fare and success, he may feel rather more than 

*Read by title before the Tri-State Medical Asso- 
ciation of the Carolinas and Virginix, February, 1920, 


and before the Norfolk County Medical Society, April, 
1920. 
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some others, the necessity for clearing up cer- 
tain eXisting misunderstandings. 

Reading from the Official Year Book: 

“The American College of Surgeons is a society of 
the Surgeons of the United States and of Canada. 
Its purposes are to keep before the profession and 
the general public of this continent a true conception 
of medicine as a social service; to advance especial- 
ly the art and technique of surgery; and to advance 
the ideals in the practice of surgery, spiritual as 
well as intellectual. The College aims to include 
within its fellowship those surgeons who are compe- 
tent in the art and technique of surgery, and who 
have in them a fine sensitiveness of their debt to 
public service. 

“The College developed directly out of a con- 

sciousness within the Clinical Congress of Surgeons, 
first, that such an organization would serve to in- 
spire genuine advance, not only on the human or 
moral side of the practice of surgery, but also on the 
side of the art and technique; and, second, that it 
would serve as a safeguard to the public in the mat- 
ter of honest and competent practice of surgery. 
In the minds of these men the motive was to fos- 
ter high professional ideals in medicine and to in- 
struct the public as to what these ideals mean. 
“This motive in November, 1912, found construc- 
tive expression. The Congress, at that time, ap- 
pointed a committee of twelve to consider the ad- 
visability of organizing the College and it further 
empowered this committee to proceed with the or- 
ganization if, after a thorough survey, such a step 
was deemed wise. 

“Without delay the committee of twelve went 
about its task. It sought the advice and guidance 
of the surgeons of this continent who stood out pre- 
eminently as leaders in each of the divisions of surg- 
ery. It sought especially the counsel of the profes- 
sors of surgery among the stronger medical schools. 
In March, 1913, so abundantly was the committee as- 
sured of the approval and support of these men that 
it issued a call for a meeting of the organization to 
be held in Washington on May 5, 1913. About five 
hundred surgeons were invited to this meeting. The 
College was legally organized. The purposes of the 
College are concerned directly with matters of char- 
acter and of training, with the betterment of hospi- 
tals and of the teaching facilities of medical schools, 
with laws which relate to medical practice and privi- 
lege, and with an unselfish protection of the public 
from incompetent service; in a word, they embody 
those ideals which have stood the test of centuries. 
Upon these the Fellows are united. These are the 
ideals which each Fellow, single-handed, has en- 
deavored to foster, and the expression of them to-day 
through the College comes as a sort of mass-con- 
sciousness of the whole body of fellows.” 


The pledge taken by each Fellow on admis- 
sion is as follows: 


“Recognizing that the American College of Sur- 
geons seeks to develop, exemplify and enforce the 
highest traditions of our calling, I hereby pledge my- 
self, as a condition of Fellowship in the College, to 
live in strict accordance with all its principles, decla- 
rations and regulations. In particular, I pledge my- 


self to pursue the practice of surgery with thorough 
self-restraint and to place the welfare of my patients 
above all else; to advance constantly in knowledge 
by the study of surgical literature, the instruction of 
eminent teachers, interchange of opinion among as- 
sociates, and attendance on the important societies 
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and clinics; to regard scrupulously the interest of 
my professional brothers and seek their counsel 
when in doubt of my own judgment; to render will- 
ing help to my colleagues and to give freely of my 
services to the needy. Moreover, I pledge myself, 
so far as I am able, to avoid the sins of selfishness, 
to shun unwarranted publicity, dishonest money- 
seeking and commercialism as disgraceful to our 
profession; to refuse utterly all secret money trades 
with consultants and practitioners; to teach the 
patient his financial duty to the physician and to 
urge the practitioner to obtain his reward from the 
patient openly; to make my fees commensurate with 
the service rendered and with the patient’s rights, 
and to avoid discrediting my associates by taking 
unwarranted compensation. Finally, I pledge myself 
to co-operate in advancing and extending, by every 
lawful means within my power, the influence of the 
American College of Surgeons.” 

It was at first intended to locate the per- 
manent home of the College in Washington, 
but after the death of Dr. Murphy, who was 
one of its active founders, his friends and 
admirers organized a Memorial Assocration 
and offered to erect a memorial hall if the 
luome was transferred to Chicago. This has 
teen done and, when completed, the College 
will have a magnificent home valued at more 
than a million dollars, none of the cost being 
charged to the treasury of the College. This 
will leave the million-dollar endowment fund. 
a large proportion of which has already been 
collected, free to be used for the development 
cf the work of the College. The latter fund 
is being raised chiefly among the Fellows, each 
of whom, if able, is contributing five hundred 
dollars. 

The active work of the College is being 
carried on by a layman, Dr. Jno. G. Bowman. 
formerly president of a large western col- 
lege, and a most competent and enthusiastic 
worker, aided by a staff of tactful and well- 
trained assistants, and backed by the advice 
and judgment of the Board of Regents who, 
although exceedingly busy men, have given 
most freely of their time and energy. 

In his presidential address in 1913, 
Finney used the following as his subject: 


Dr. 


“THe Higuest DEVELOPMENT OF THE GREAT- 
Est Erricrency Atone Aut Lines or Pusric 
Service Revatinc 1x Any Way To Our Pro- 
FESSION,” 


and, after giving an outline of the organiza- 
tion of the College, made this closing state- 
ment: 


“The public and professional mind should, there- 
fore, be at once thoroughly disabused of any wrong 
impression that the College is to be run by any one 
man or set of men, or by or in association with any 
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pre-existing organization for his or their personal 
gain or aggrandizement. The American College oi 
Surgeons 1s no surgical trust, no close corporation fo1 
the benefit of the few. . It stands only for 
the good of humanity and the uplift of professional 
standards of morality and education.” 

There is an impression in some sections that 
it is difficult for surgeons to gain fellowship 
in the College, and that the proper discretion 
kas not always been displayed in the selection 
of its Fellows. This is not correct. It is per- 
fectly true that mistakes have been made, and 
that good men have been kept out and possi- 
sibly unsuitable ones taken in. These errors 
are, however, few and far between and are 
necessarily unavoidable on account of the size 
of the organization. This statement, how- 
ever, can be made most positively: the Col- 
lege not only does not want to keep good men 
out, but it is most desirous of getting into its 
iembership every safe and experienced sur- 
vgeon who is a man of good character and high 
standing in the profession and community. 
And not only, that, it is anxious for those sur- 
geons who, from lack of opportunity, have 
not as yet come up to the standard. to so de- 
velop their knowledge and experience that 
they may meet the requirements and join the 
organization. 

The College commends everything good in 
surgery and condemns all that is bad. 

Actuated by the highest motives, it is en- 
deavoring to endorse the safe surgeons, to 
stimulate other surgeons to bring their work 
up to standard, to improve surgical training 
in hospitals and to educate the public as to 
what. safe surgery means and who are com- 
petent to do it. 

To become a Fellow, a man must be of high 
character and ethical, and demonstrate that he 
is competent to do safe surgery, with all that 
that. imphes. 

And this separating of surgery from medi 
cine is going to be a great aid to the profes- 
sion as a whole, as well as to surgeons, and 1 
blessing to the people. Medicine has gotten 
to be too broad a science for one man to han- 
dle. Specializing is a necessity. A medical 
man who attempts evervthing, does nothing 
well. and kills himself by overwork and dis- 
appointment. 

In some cities in this country every man 
does surgery. and in the event of a severe 
strictly medical condition, it is hard to find 
one competent to handle the case. Why this 
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state of affairs, which the American College 
of Surgeons is doing much to correct, we do 
not know, 

Safe surgery requires so much exact tech- 
nical knowledge and skill, in diagnosis, oper- 
ation and treatment, that it is a wonder to 
us how untrained and unskilled men are 
willing to risk lives and reputation in at- 
tempting the work. Nor is it proper for the 
would-be surgeon to learn at the expense of his 
patients. His practical training should be ac- 
quired at the side of an older and well quaii- 
fied man. A good hospital interne training 
is also essential as the foundation to start on. 

The College stands for thoroughness in 
every department of surgery. This carries 
with it the taking of full and complete his- 
tories, and thorough examinations, and in- 
vestigations, including up-to-date laboratory 
and X-ray work. 

The day of exploratory operations has 
passed, and but few cases should come to op- 
eration before the diagnosis is made. 

The day of operation without investigation 
and preparation has also passed, except in 
emergency cases. 

What a reflection on modern surgery to 
have a patient say that he visited a doctor 
for the first time, complaining of long-stand- 
ing pain in the right abdomen, and after a 
slight examination was told to enter the hos- 
pital the same day and his gall bladder and 
appendix would be removed the next morn- 
ing! 

There is entirely too much ruthless and 
reckless surgery being done, we hope through 
misunderstanding and ignorance. 

Except in emergency, no doctor should do 
any operation on a patient unless he is willing 
to have the same operation done on himself, 
under similar circumstances, with the same 
facilities and in the same way. Here is where 
the “Golden Rule” should be put into vigor- 
ous practice. If so carried out, how many 
fewer operations would be done! 

We have no right to endanger the health 
and lives of our patients. We should always 
ask ourselves the question, what would we 
want done in our own case? We can’t preach 
this doctrine too much. If widely dissemi- 
nated, it will accomplish great good in these 
times when, in some sections, “everybody is 
doing surgery.” 

Nothing in surgery safeguards so much as 
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proper and thorough preparation of the pa- 
tient, not only to enable him to better stand 
the ordeal of an operation, but also to avoid 
the complications which may follow. 

The College stands for full and free co- 
operation between surgeons in the interest of 
the patient and public, and the elevation and 
advancement of the science. This means ris- 
ing above such smaller matters as the acqui- 
sition of patients and purely pecuniary af- 
fairs. 

Honest and honorable rivalry is good for 
all, acting as a stimulus for better and more 
accurate work. 

The surgeon has, however, to be scrupu- 
lously careful to avoid every suggestion of 
criticism of the work of his fellow surgeons, 
any suggestions or advice to be made direct 
to the surgeons themselves. Professional 
ethics must be carefully observed among sur- 
geons, both in theory and practice. 

The matter of higher professional educa- 
tion is one of the duties imposed upon the 
surgeons by the College. This means the de- 
velopment of local societies and reading clubs, 
and the free and frank interchange of thought 
and methods between surgeons with, as_ its 
primary object, the improvement of surgical! 
knowledge and skill. 

Surgeons should and must attend Society 
meetings, both local and general, pay frequent 
visits to instructive clinics, and devote suffi- 
cient time to reading and studying. 

The efforts of the College in urging stand- 
ardization of hospitals is, of course, prima- 
rily for the purpose of safeguarding the in- 
terests of the patients, and secondarily to im- 
prove the teaching facilities for the younger 
generation of surgeons. 

Dr. Wm. J. Mayo, in his presidential ad- 
dress before the College in October last, said: 

“Let me say again that the hospital exists for the 
patient and not for the convenience of doctors. So 
long as we concede that doctors and hospitals exist 
for the patients and that all of our efforts are made 
for the welfare of patients, we are on ground that 
is fundamental. We are on ground upon which we 
can get together and from which we can make pro- 
gress.” 

The minimum standard as set by the Col- 
lege requires: 

Staff meetings and co-operation; 


Full and complete histories; 
Well equipped laboratory and X-ray de- 
partment. 
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The first survey made in 1918 showed that 
only 89 100-bed hospitals could meet the re- 
quirements. 

As a result of the work in 1919, about 200 
came up to the standard. . 

From present reports it is estimated that 
by the end of this year at least 400 of the 671 
100-bed hospitals will have come up to the 
mark, 

Director Bowman has given us a number 
of illustrations of the safeguarding effect of 
hospital standardization on the patients. 

For example, the table below is taken from 
the records of two hospitals and covers 100 
consecutive cases of chronic appendicitis in 
each institution : 


In Hospital In Hospital 


No. 1 No. 2 
Complete physical examination, 
including blood count ______ 100 14 
Number of consultations held_ 41 2 
Working diagnoses recorded 
in advance of operation_____ 100 None 
Progress notes recorded by 
Cn ES eae 100 None 
Infections following operation_ 3 12 
Incorrect diagnoses __________ 4 14 
Number of patients relieved___ 94 q7 
Number patients died_________ 2 9 


The efforts of the College in improving 
surgical conditions have already had a most 
appreciable and marked effect. Not only the 
members of the profession, but the public as 
well, are co-operating enthusiastically. The 
staffs, managers and directors of practically 
every hospital that has been investigated, have 
all of them shown deep interest and produc- 
tive co-operation. 

Hospital standardization is only one branch 
of the work of the College, whose efforts will 
cover every line affecting improvement, safe- 
guarding, and development in the profession. 

The Fellows of the College also are co- 
operating in the good work by example, by 
teaching, by improvement and by study. 

If there are any among them who are not 
imbued with the spirit of progress, develop- 
ment and good feeling, which pervades the 
members of the organization, it is simply be- 
cause they have denied themselves the privi- 
lege of attending the inspiring and elevating 
conferences which are held from year to vear. 

Those of us who are already Fellows of the 
College carry a grave responsibility. We are 
not only sworn to perform certain duties for 
the profession, but we must also bear always 
in mind that every act of ours reflects directly 
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upon the organization, and we should, so far 
as it is humanly possible, do our part in the 
great uplift and development work for which 
the American College of 
founded. 

And those of us doing surgery who are not 
elready Fellows of the organization, should 
at once apply, find out the requirements; and, 
if we cannot as vet come up to them, so ce- 
velop our knowledge and skill, that we may 
in the near future be able to show our eligi- 
bility. 

There should be only one class of surgeons 
in this country, all of whom should be elig:- 
ble, and should be received into the American 
College of Surgeons. 


Surgeons was 


ABORTION ITS CAUSES AND TREAT- 
MENT. 


By P. ST. L. MONCURE, M. D., F. A. C. S., Norfolk, Va 


We hear on all sides methods of saving the 
life of the child at term, and what precautions 
should be taken against infection and other 
dangers to the mother. We should not stop 
here. Should we not rather seek more to save 
the life of the foetus and caution the mother 
against the great danger of a miscarriage, to 
her future health? Women seem to regard 
very lightly the moral side of abortion: and 
do not appear to think they have committed 
anything wrong, no matter what steps have 
been taken to get rid of the foetus. If they 
can get by without having to undergo a pain- 
ful operation at the hospital afterwards; or 
if it will not become known in the neighbor- 
hood, it is all right; and usually one woman 
will have only sympathy for the other in her 
suffering rather than condemn her for the 
crime. 

Strictly speaking, abortion is the expulsion 
of the foetus during the first three months: 
miscarriage, the expulsion during the second 
three months: while premature 
with the last three months. Most people, how- 
ever, use the first two terms synonymously. 

It is said that thirty or more per cent. of 
all child-bearing women abort at Teast once 
before reaching the age of thirty: and after 
this age the percentage is higher. The per- 
centage, however, is higher than this, as there 
are a great many abortions not recognized as 
such, and a great many are gone through sue- 
cessfully without ever calling on a physician. 


labor deals 
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Abortion is best divided into spontaneous 
and artificial; and artificial again into thera- 
peutic and criminal. The third month is the 
one in which spontaneous abortion most fre- 
quently occurs. 

The causes of abortion are very varied. The 
most trivial thing will produce abortion in 
those susceptible to it, while others may re- 
sort to almost every oxytocic drug and even 
mechanical violence, such as to endanger life, 
and still fail to discharge the foetus. It may 
be caused by the smell of turpentine, sulphur, 
or any bad odor; a fall or even misstep, fright, 
and especially violent exertion, long automo- 
bile rides are all exciting causes. Of the ma- 
ternal causes, endometritis is the most fre- 
quent; retrodisplacement of the uterus is also 
a frequent cause. Any acute febrile or toxic 
condition of the mother, such as malaria, ty- 
phoid, and especially pneumonia, will cause 
it. Maternal syphilis I have found in my 
practice to be a very frequent cause ot abor- 
tion. It is said that appendicitis is especially 
prone on account of infection to produce abor- 
tion, while operations for such conditions as 
appendicitis, ovarian tumors, and even fibroids 
of the uterus, have not, in my hands, with 
but one or two exceptions, caused abortions. 
I remember reporting in this society the re- 
moval of a fibroid of the ovary of considera- 
ble size, one that filled almost the whole pel- 
vis and which had become adherent to the 
posterior surface of the uterus; the tumor 
was removed when pregnancy had advanced 
four months, and the woman went on to :t 
successful termination of pregnancy. In only 
one of my cases of removal of the appendix 
during pregnancy has abortion followed. 

We are so often asked by pregnant women 
who are suffering with their teeth, whether 
either having them pulled or filled by a den- 
tist is harmful. I always tell them to go 
ahead and have whatever work done the den- 
tist finds they need. I have never vet seen 
the pulling of a tooth cause abortion. Syphi- 
lis, tuberculosis and alcoholism are considered 
the principal paternal causes of abortion, and 
IT would emphasize the sypAclis, though T ad- 
mit that in most of the cases. the mother had 
it also, 

As to the foetal causes, death of the foetus, 
from any cause, will usually produce abor- 
tion in a short time, though I have seen two 


eases in which it was delayed for over a 
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month, And right here let me report two 
cases: The first was in a women who, having 
had two or three children in rapid succession, 
was determined not to have any more for cer- 
tainly a year or two at least. She told me 
she had, in the early months of pregnancy, 
resorted to everything she could think of or 
could get her neighbors to tell her to do, but 
with no success. Finally, she felt life and 
listening once more to a lady friend, she re- 
sorted to swinging and otherwise performing 
on a gymnasium pole, She killed the child, 
or rather something did, and expelled it in 
about a week. The cord, in this instance, was 
twisted almost entirely off at the umbilicus. 
i will not pretend to say, though, that the 
child went through with the same gymnastic 
performances as his mother and twisted his 
cord off. The second was a case of nearly or 
quite five months’ pregnancy, in which the 
mother had her husband massage her abdo- 
men vigorously every night with “Mother’s 
Friend” or other coal oil products. The baby 
died and was born in a week with the cord 
apparently twisted almost off at the umbilicus. 

Therapeutic abortion, to my mind, is very 
rarely necessary. I have only performed it 
two or three times and in these, marked in- 
tractable toxaemia demanded it. I can read- 
ily understand, however, how such diseases as 
tuberculosis, nephritis, especially with retin- 
itis, diabetes, and other grave constitutional 
diseases might make the procedure justifiable. 

Criminal Abortion: I de not know of any 
class of practice a physician has to contend 
with more aggravating than to be called on 
to see a badly infected uterus, which he has 
to clean up, knowing that if anything hap- 
pens and she gets up pus tubes or other bal 
sequelae, he will be blamed for what some 
criminal abortionist got big cash money for 
performing: and it is the one piece of surgery 
I have refused to undertake on several occa- 
sions because I did not wish to appear to make 
myself a party to such a case, even to clean 
up another man’s dirty work. We all con- 
demn it, and yet it goes on at a rapid rate, 
right here in our midst. Most of the cases we 


see—which cannot be considered, strictly 
speaking, criminal—are ones in which the 


woman herself, usually by some mechanical 
means, brings on an abortion. They are so 


often assisted by their husbands or some wise 
and kind (?) neighbor, who will at least be 
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ever ready to tell her how she got along with 
the same thing, and suggest to her where to 
get the silk catheter and how to insert it, ete. 
The husband will assist by paying the bills 
and getting whatever drugs or instruments 
they may need. It is a pity we cannot reach 
these assistants in some way. And it is next 
to an impossibility in this State to reach the 
criminal abortionist. 

The treatment of abortion lays, first, in the 
cause. Remove the cause and you will have 
no abortions to treat. In threatened abortions, 
put them to bed, and keep them absolutely 
quiet; opium suppositories, or other form of 
opium by rectum, I believe, are better than 
opiates by mouth. Bromide and chloral by 
mouth, however, have been very beneficial in 
threatened abortion in my hands. In inevi- 
table abortion, the only thing to do is to 
empty the uterus of its contents; but let na- 
ture do so if she will, assist her to do it if 
she will not. If there is any infection, or 
continued hemorrhage, curette thoroughly 
with a dull curette, unless it can be easily 
pulled out with a pair of curved ring forceps. 
or even with the hand. The after-treatment 
is the same as that following delivery. They 
should be kept in bed at least a week. or even 
ten days: but I find it very hard to keep my 
patients in bed that long. 





INTESTINAL OBSTRUCTION DUE TO A 
NEW GROWTH INCARCERATED IN 
HERNIAL SAC. REPORT OF A 
CASE. 


By GEORGE W. SCHENCK, M. D. Norfolk, Va. 


M. W., age 57, walked into the clinic at 
St. Vincent’s Hospital, complaining of pain 
in the right inguinal region, vomiting, hic- 
coughs, and inability to have a bowel move- 
ment, 

The family history is unimportant; patient 
denies any previous sickness and veneres! in- 
fection, but admits that at one time there 
were scales and papillae on the genital organs. 

For the last two years he has worn a truss 
for a right inguinal hernia. Several times 
the mass has become large and difficult to re- 
place but, by going to bed and applying hot 
cloths, he has been able to reduce and replace 
the hernia. 

About ten days prior to entrance into the 
hospital, patient felt the mass slip and was 
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unable to replace it, though he tried for sev- 
eral days. This was attended by pain, natisea, 
vomiting and hiccoughs and inability to have 
a bowel movement. 

Physical Examination.—Male, colored, fair- 
ly well developed and nourished. Anxious and 
distressed look in face. 

Chest negative, heart regular. 

Abdomen negative except in the right in- 
guinal region, where there is bulging which 
increases in size toward and fills the scrotum 
a typical scrotal hernia. Manipulation causes 
pain. The mass was about the size of a grape 
fruit, hard and boggy. 

Diagnosis —Right Inguinal Hernia Incar- 
cerated, with Symptom of Strangulation. The 
patient was operated upon one hour after ad- 
mission. 

Operative Findings —Under ether anes- 
thesia an incision was made over the right 
inguinal canal. No constriction of the ring 
was found at its external opening, but the 
loop of ileum which was incarcerated was de- 
livered with some difficulty, and showed a 
tumor about the size and shape of an egg- 
hard and irregular—located at the lowest 
point of the ileum, about fifteeen inches from 
the ileo-cecal junction. There several 
small ulcerations on both sides of the tumor, 
the mesentery being involved and, the tu- 
mor having the appearance of «a mafignant 
growth, it was thought best to do wide resec- 
tion. 

About thirty inches of the ileum was re- 
sected, and lateral anastomosis to the cecum. 
The intestine was returned through ‘the her- 
nial opening and a typical herniotomy con- 
cluded the operation. 

Urinalysis was negative. 
mann strongly positive. 

The pathologist’s report was a fibrosis sur- 
rounding an area of central fat necrosis; scat- 
tered through the fibrous tissue were numer- 
ous large endothelial cells filled with pigment. 
Section through the nodule adjacent to the 
mass shows loose connective tissue, infiltrated 
with red cells, and large numbers of large 
endothelial pigment containing cells—proba- 
bly the pigment from broken-down — blood 
cells. 

The convalescence was smooth and unevent- 
ful, and the patient left the hospital fifteen 
days after the operation relieved of symp- 
toms. 


were 
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SOME INTERESTING CASES MET WITH 
IN OPHTHALMIC PRACTICE. 
By B. R. 


KENNON, M. D., F. A. C. S., Norfolk, Va. 


THE Rerina IN 
Turee Crinpren or A Famity or Five, 
On April 2nd, 1917, Wm. M. cons ited us on 
account of poor vision in his right eye. Oph- 
thalmoscopic examination revealed detach- 
ment of the retina below covering one-half of 

fundus. 


1. Case or DETACHMENT OF 


There was an indefinite history of injury to 
head while playing football six weeks pre- 
\iously. 

On October 29, 1917, Margaret M., sister of 
the above, aged 15, consulted us tor poor vis- 


ion in right eve  Examinarica revealed de- 
tachment of retina above. V=—20/200, This 


has gradually deteriorated until, today, it is 
scarcely light perception. The other eye now 
fluid vitreous with many floating- 
opacities, so we are uneasy about its future. 
as it is probable that the same condition pre- 
ceded the detachment of the right eve. 
When we saw this case we thought it rather 
find two detachments of the 
retina in the same family, in neither of which 
the refraction was myopic, but on Septem- 
ber 22, 1919, Woodbury M. came in complain- 
ing of trouble in his left eve. Intra-ocular 
examination showed it to be due to a retinal 
detachment above and to the outer side. He 


shows a 


remarkable to 


gave a history of having been struck by an 
oyster shell thrown by a contpanion some 
weeks previously. We are inclined to believe 
that this case is due directly to the above 
traumatism. 

As the first two cases had lost all sight un- 
der the usual treatment of rest in bed, sweats. 
etc., we determined to try draining away the 
subretinal fluid by means of a scleral trephine 
opening, with the hope that the retina would 
fall back into place and become permanently 
re-attached. The immediate result was ap- 
parently excellent, as examination at the end 
of a week showed the retina apparently re- 
attached, but at the next 
week vater—there was a 
fluid behind it. 

The vision has greatly deteriorated until 
now it is 20/200, and will undoubtedly grow 
worse. 

It certainly seems odd that there should 
be retinal detachment in three of five children 


examination—one 
re-accumulation of 
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of one family, and in eyes which are not my- 
opic; in fact, the examination, as accurately 
as could be made in the diseased eve and its 
fellow in each case, indicated that the refrac- 
tion was normal, or nearly so. 

We went over the family history in an en- 
deavor to getting some light on the causation 
or tendency thereto, but found it to be nega- 
tive as to eye or other history. 


2. A Case or Giioma Rerinar, 

Louis R., aged 15 months, was referred to 
us by Dr. W. P. McDowell, who noticed the 
characteristic appearance of the pupil the day 
before. Our diagnosis was glioma retinae and 
early enucleation was advised, as the condi- 
tion had been observed for three or four 
months by members of the family, but they 
had not given it the attention necessary, as 
his mother was ill and had died one month 
previously with mediastinal sarcoma. She had 
had her right eve enucleated February 13. 
1896, by Dr. W. E. Driver, for glioma retinae, 
when four months old. She had had her first 
evidence of the mediastinal growth when our 
patient was six months old, so it was probably 
present before his birth. 

We enucleated Louis’ eve, cutting the nerve 
as far back as possible, and had frozen sec- 
tions made at once with a view to doing an 
orbital exenteration in case the cnt end showed 
sarcoma cells. The pathologist’: report is as 
follows: 

“Section made at time of operation with 
a view to determining presence of sarcoma- 
tous change in cut end of nerve did not show 
any extension of sarcoma into optic nerve at 
point of section. Section made through nerve 
head shows the microscopic appearance typi- 
cal of sarcoma.” 

The question naturally arises as to whether: 

1. The mediastinal growth in the mother 
could have had any connection with the glio- 
ma in her case. T think this almost impossi- 
ble, as a period of 24 vears elapsed between 
the removal of her eve and the appearance 
of the growth. 

2. Whether the mediastinal sarcoma in the 
mother could have been the cause of the reti- 
nal glioma in the child. T believe that pathol- 
ogists hold that tumor cells cannot be carried 
through the placenta to the foetus. 


201 Taylor Building. 
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IMPORTANCE OF CHILDREN HAVING 
THEIR EYES EXAMINED UNDER 


MYDRIASIS, BEFORE’ EN- 
TERING SCHOOL. 
By A. D. MORGAN, M. D., Norfolk, Va. 


Good vision is a prerequisite to the success 
a child makes in his class work and, in many 
cases, to his general health. Therefore, it 
behooves all of us to bear this in mind when 
examining children who are backward in their 
class work, or have any reflex nervous dis- 
turbances. 

Hyperopia is nearly always congenital and 
is often hereditary, especially in high graces. 
A child may enter school with a vision 20/20 
(apparently normal), showing no manifest 
aumetropia, often with a latent hyperopia of 
2, 3, or even 4 diopters, and that sometimes 
complicated with astigmatism, and thus the 
accommodation is over-taxed, giving rise to 
pain and various nervous symptoms, In many 
cases, if the pain and nervous symptoms are 
absent, the first sign of any refractive error 
to make itself manifest is a convergent stra- 
bismus, due to inability of the accommoda- 
tion to overcome the refractive error and 
over-taxation of the muscles of the eves. This 
condition is often allowed to continue until 
operative procetlure must be resorted to in 
conjunction with the optical correction, if we 
obtain good results. 

Myopia, unlike hyperopia, is rarely congen- 
ital. It usually makes its appearance from 
the seventh to the tenth years, and tends to 
be progressive through the early school years. 
Much can be done to prevent the increase of 
the myopia, if properly treated an dthe ame- 
tropia is corrected. 

Astigmatism may be responsible for the 
most aggravated types of asthenopia and the 
most marked symptoms of eye strain. It is 
estimated that sixty per cent. of the fune- 
tional headaches are caused by this type of 
refractive error, either alone or associate: 
with other forms of ametropia, and also that 
various nervous symptoms are due to it, not 
only when the error is of hgh degree, but 
more commonly when it exists in low grace, 
and often unassociated with any symptoms 
which prominently direct ptention to the 
eves as the cause of the distress. 

There are many conditions of the eves, that 
could be found out under mydriatics, such as 
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diseased condition of the retina, nerve, or 
choroid, opacities of the lens or in the vitre- 
ous—and many of these conditions could be 
remedied before they caused any serious trou- 
ble to the vision. 

Many children are left to themselves until 
they have lost one or two grades in school 
and are classed as mentally dull until, by 
chance, something develops which points to 
their eyes as the possible cause. These defects 
may then be corrected, but still they are one 
or two grades behind their classmates, and 
can never make that up, besides being an ex- 
tra cost to the State. 

If all children had their eyes examined un- 
der mydriatics as they become of school age. 
it would remove a serious handicap to many 
of our school children and improve the gen- 
eral health of many; furthermore, it would 
insure that every child would have its eves 
examined by a competent physician, and a 
record kept which could be obtained when- 
ever desired. It would prove of great value 
not only to the patient, but also for statistical 
purposes. 

It should be, and I believe the era dawns. 
when every child will have a thorough eve 
examination under mydriatic along with a 
physical examination, before entering school. 

625 Dickson Building. 


Public Health Department 





A Few Comparisons of Health Conditions in 


Norfelk From 1910 to 19290. 


Deatus, 

The general death rate for 1910 was: 
White population, 14.4 per 1000 per annum. 
Colored population, 29.1 per 1000 per annum. 
Total death rate, white and colored, 18.1 per 

1000. 

The general death rate for 1919 was: 
White population, 7.6 per 1000 per annum. 
Colored population, 18.2 per 1000 per annum. 
Total death rate, white and colored, 11.6 per 

1000. 

Birrus. 
In 1910, there were 1.214 births reported. 
In 1919, there were 2,909 births reported. 
The birth rate for 1919 was 25 per 1000 pop- 
ulation. 
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TypHow Fever, 
In 1910 the death rate from typhoid fever was 
53.9 per 100,000, 
In 1919 the death rate from typhoid fever was 
d.2 per 100,000, 


TUBERCULOSIS, 


The death rate from tuberculosis for 1910 
was 260.7 per 100,000. 

The death rate from, tuberculosis for 1919 
was 112.3 per 100,000, 


Inrant Dearn Rare, 

335 babies under one year of age died in 1910, 
and the population was 67,452. 

217 babies under one year of age died in 1919, 
and the population was 115,777. 

PUERPE- 


Causes Dvr TO THE 


RAL STATE. 


Deatus From 


In 1910 there were 19, population 67,542. 
In 1919 there were 17, population 115,777. 
A gain of approximately 100%. 


DriarruEA AND Enteritis UnNper 2 YEARs 0! 


AGE. 


In 1910, the death rate was 135.9 per 100,000. 
In 1919, the death rate was 56.0 per 100,000. 


Activities oF THE DepartTMEeNT OF Heartr. 

Persistent distribution of educational prop- 
aganda, using as a slogan that good health is 
to a great degree purchasable, not alone with 
money, but by an obedience to the laws of 
nature, by a due regard to public and_per- 
sonal hygiene, by a definite understanding 
that disease and death is primarily a matter 
of cause and effect, and that the cause is in 
i majority of instances preventable; that 
health is the result of conservative, sensible, 
temperate living: that disease is the result of 
a violation of the laws of nature and outrages 
committed against our bodies. 

A comparison of the fields of activity cov- 
ered by the Department of Health for 1910 
and 1920 is interesting: 

In 1910 we had no district 
force, nor did we have medical inspection of 


visiting nurse 


schools. 

Now we have a force of twelve nurses. cov- 
ering schools, infantile welfare, prenatal, anti- 
tuberculosis work. ete. 

In 1910 all cases of contagious diseases, ex- 
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cept smallpox, were quarantined in their homes. 
boarding houses, hotels, ete. 

Now we have a modern, well-built and 
equipped Contagious Disease Hospital with 
a capacity of one hundred cases. We employ 
aun epidemiologist, who supervises all conta- 
gious diseases in the city, and nurses who in- 
vestigate, under the epidemiologist, all cases. 
visit the homes, distributing literature anid 
teaching the inmates how to avoid these dis- 
"Ses, 

We operate the largest Venereal Clinic in 
the State. 

We have systematic inspection and scoring 
of all food establishments, particularly res- 
taurants, soda fountains, bakeries. bottling 
plants, ete. 

We have four men devoting their entire 
time to meat, milk and food inspection. 

In our Bacteriological Department, labora- 
tory analyses are made daily of the city’s pub- 
lic water and milk supply. 

Milk is now graced in 

Certified Mil!, 

Grade A Raw Milk, 
Grade A Pasteurized Milk, 
Grade B Pasteurized Milk. 

All milk sold in Norfolk is highly standard- 
ized and comes from tuberculin tested herds. 

Anti-and post-mortem inspections are made 
and stamped of locally killed) meats by a 
veterinarian. 

Regular daily sanitary inspections of the 
city are made by eight sanitary officers in the 
detecting and abatement of nuisances detri- 
mental to the comfort and health of the city. 

A medical and surgical staff of five physi- 
cians, elected to the Department of Health, 
rendered medical and surgical aid to the city 
poor. 

A Free Dispensary, where medical and sur- 
gical aid and free medicines are dispensed to 
the poor, is operated daily. 

Operated as an adjunct to the Department, 
is the Bureau of Recreations and Playgrounds, 
believing that a healthy, vigorous body and 
mind is an important factor in the general 
health of the children and paves the way for 
a hardy, vigorous, resistant man and woman- 


hood. 

The Department publishes a monthly re- 
port,. giving in detail its work, together with 
articles teaching the people the principles of 


[July 


maintaining health and the avoidance of cis- 
ease, 

The public for the past several years have 
been in a receptive mood, and never before in 
the world’s history have the people been so 
eager to learn and practice the principles and 
precepts of hygiene and health. 

P. S. Scnenck, 
Commissioner of Health of Norfolk. 


War History 


Norfolk County Doctors Who Served In The 
World War. 


Through the kindness of Dr. Frank Han- 
cock, we have obtained the following histories 
of Norfolk County. Virginia, doctors in the 
World War. These sketches will prove of in- 
terest to their many friends, and we are glad 
to have them that they may be preserved in 
our records: 


JEREMIAH ALOYSIUS. 

Lieutenant (J. G.), U. S. N., R. F. Born Sept. 9th, 
1881. Enrolled Aug. 29th, 1918. Active duty, Nov. 
5th, 1918, Washington, D. C., Hampton Roads, Va., 
Transport Service, Sea-duty. Discharged Oct. 22nd, 
1919. 

E. Ray ALTIZER. 

Born April 17th, 1894, Cambria, Va. Commissioned 
June 26th, 1918. Served in Camp Greenleaf, Ga., as 
First Lieutenant in Evacuation Hospital, No. 59. 
Discharged Jan. 5th, 1919, as First Lieutenant. 


JAMES M. ANDERSON. 

Born July 10th, 1893, Oklahoma City, Okla. Com- 
missioned First Lieutenant June 20th, 1917; Capt. 
May 3rd, 1918. Length of service 22 months. Duty— 
10 months in U. S., 12 months in A. E. F. 307 Train 
Headquarters. Discharged May 13th, 1919. Capt. 
Reg. Surgeon. 

JOHN BEATTIE. 

Commissioned Captain M. C., U. S. A., July 12th, 
1918. Detailed Base Hospital Camp Gordon, Atlan- 
ta, Ga. Surgeon to S. A. T. C., Oglethorpe University, 
Atlanta, Ga. U.S. A. General Hospital No. 22, Phila., 
Pa. Promoted to Rank of Major, Aug. 13th, 1919. 
Chief of Medical Service Base Hospital, Camp Jack- 
son, Columbia, S. C. Honorably discharged from the 
military Service at Camp Dix, N. J., Oct. 16th, 1919. 


ISRAEL BROWN. 

Major M. C. National Guard, Virginia. Active Ser- 
vice Apr. 2nd, 1917. Surgeon 4th Va. Infantry. 
Promotion 29th Division, Organized 116th Field Hos- 
pital, 104th Sanitary Train. C. O. 116th Field Hospi- 
tal, Oct. 5th, 1917, to Apr. 11th, 1918. Director Field 
Hospitals 104th Sanitary Train, Apr. 11th, 1918. 
Embarked for France July 4th, 1918. Defense Sector 
Haute Alsace, July 25th to Sept. 23rd, 1918. Meuse- 
Argonne Offensive, Oct. 8th to 28th, 1918. C. O. 
104th Sanitary Train Oct. 20th to Nov. 20th. Dis- 
charged from service, June 5th, 1919. 
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G. BENTLEY Byrp. 

Born Oct. 7th, 1891, Keller, Va. Commissioned 
Sept. 10th, 1917, Lieutenant Senior Grade, U. S. N. 
Discharged Jan. 10th, 1919. 


CALVIN H. CHILDRESS. 

Born Oct. 19th, 1891, Richmond, Va. Commissioned 
(J. G.) U. S. N. R. F. Commissioned Lieutenant, 
U. S. N. July 1st, 1918. Resigned Sept. 9th, 1919. 
ALBERT V. Crospy. 

Born Oct. 5th, 1895. Commissioned Nov. 5th, 1917. 
Duty—Camp Gordon, June 12th, 2nd Repl. Reg. July 
8th, 1918. Physical Exam. Board, Sept. 25th; Isola- 
tion Hospital Ward Surgeon, Oct. 12th. Executive 
Officer Isolation Hospital. Adjutant Over-seas Con- 
valescent Camp. Discharged First Lieutenant, Feb. 
4th, 1918. 

JAMES ERWIN DIEHL. 

Born Nov. 3rd, 1885, Cashtown, Pa. 
31st, 1917, First Lieutenant, M. C. Duty—Base Hos- 
pital Camp Hancock, Augusta, Ga. Overseas with 
unit hospital No. 124 as Oto-Laryngologist. Dis- 
charged Jan. 15th, 1919. 

S. R. DononHor. 

Born Dec. 27th, 1879, Hampton, Va. Active Ser- 
vice Jan. 15th, 1918, as lst Lt. M. O. R. C. Promoted 
Captain, August 23d, 1918. Served through Meuse- 
Argonne Offensive, and with The American Army of 
Occupation in Germany. Returned to United States, 
and discharged Aug. 30th, 1919. 

H. R. Drewry. 

Born Aug. 5th, 1867. Commissioned Capt. M. C., 
N. G. Va., Feb. 18th, 1911. Assigned 4th Infantry, 
N. G. Va. Mustered in Federal Service, April 2nd, 
1917. Commissioned Capt. M. C., U. S. A., Aug. 5th, 
1917. Assigned Surgeon 112th N. G. Br. 29th Division 
Reg., Dec. 8th, 1917. Commissioned Capt. M. C., U. 
S. A., Aug. 6th, 1918. Assigned 152nd Depot Brigade 
Camp. Left N. Y. Brigade Surgeon 152nd D. B. 
Camp, Oct. 30th to Dec. 10th, 1918. Director of In- 
firmaries and assistant to Camp Surgeon from Dec. 
10th, 1918, to May 2nd, 1919. Discharged May 2nd, 
1919. Commissioned Major M. R. C., June, 1919. 

W. E. Driver. 

Born in Nansemond Co., Va., October 16, 1870. 
Commissioned Captain, August 29, 1917. Commis- 
sioned Major, November 2, 1917. Was in active ser- 
vice from October 20, 1917, to August 18, 1919. Dis- 
charged, August 18, 1919. 

Ciayton W. ELEY. 

Born Sept. 19th, 1890. B. S., University of N. C., 
1912. M. D., University of Penn., 1916. Commis- 
sioned Lieutenant (J. G.) Medical Corps U. S. N. R. 
F., May 24, 1917. Lieutenant (J. G.) M. C. U. 
S. Navy, July 19th, 1917. Lieutenant M. C. U. S. 
Navy, Feb. Ist, 1918. Duty—U. S. Naval Hospital, 
Philadelphia, Pa. Naval Transport Service, Receiv- 
ing Ship New York, U. S. Naval Hospital, Norfolk, 
Va. Resignation accepted Mar. Ist, 1920. 

JOHN B. Foster. 

Born July 4th, 1892. Commissioned First Lieu- 
tenant M. R. C., Oct. 8th, 1917. Duty—Base Hospi- 
tal Group, Chickamauga Park, Ga., Jan. 11th, 1918, 
to Dec. 20th, 1920. Discharged as First Lieutenant 
M. R. C., Nov. 28th, 1919. 


LoMAX GWATHMEY. 

Born Norfolk, Va., 1869. Commissioned Capt. M. 
R. C., July, 1917; Major M. C., Nov. 1917; Lieutenant 
Colonel M. C., Nov., 1918. On duty with Base Hos- 
pital, No. 41. Served at Camp Green, N. C. and 
Camp Sevier, S. C., St. Denis, France. near Verdun. 
France. Wounded Nov. 2nd, 1918. Invalided U. S. 


Enrolled Aug. 


A. Discharged Feb. 1919. Cited May 20th for un- 
usually meritorious and conspicuous service. 
FRANK HANCOCK. 

Commissioned Captain, M. R. C., April 28th, 1917, 
Active Service, June 15th, 1917. Went to France 
August, 1917. Served with The First Division 
throughout the War. Returned to United States, and 
discharged Oct. 21st, 1919. 

MERRITT W. HEALY. 

Commissioned lst Lieutenant Va. N. G., May 3rd, 
1917. Captain M. C. U. S. A., Feb. 24th, 1919. Date 
of discharge June 22nd, 1919. C. O. 115th Amb. Co. 
29th Division. 

JOSEPH STuART HUME. 

Born Nov. Ist, 1889, Portsmouth, Va. Commis- 
sioned First Lieutenant Aug., 1917. Active duty 
Jan. 28th. 1918. Foreign service, July, 1918, to April, 
1919, Base Hospital No. 41. Discharged Apr. 24th, 
1919, St. Denis. 

JAMES WILSON HUNTER. 

Born April 30th, 1878, Norfolk, Va. Graduated 
Univ. of Virginia, M. A., 1899, M. D., 1901. Com- 
missioned Captain M. C., U. S. Army, Nov. 5th, 1918. 
Ordered to Fort Oglethorpe, Nov. 21st, 1918. As- 
signed Roentgenology School, June Ist, 1918. Hon- 
orably discharged Camp Greenleaf, Chickamauga 
Park, Ga., Jan. 6th, 1919. Member of Medical Ad- 
visory Board No. 3, Virginia. 

B. R. KENNON, 

Commissioned Captain, Aug. 26th, 1917. Reported 
Active duty Sept. 14th, 1917, Camp Lee. Va. Com- 
missioned Major, Dec. 5th, 1917. Joined B. H. No. 
53, Camp Hancock, Apr. 16th, 1918. Landed in 
France July 30th, 1918. Served with B. H. 53 at 
Langres and Hospital Centre, Toul, France. Dis- 
charged March 2nd, 1919. 

BURNLEY LANKFORD. 

Born Feb. 15th, 1880, Southampton Co., Va. Com- 
missioned 1st Lt. Mch. 18th, 16. Active Service April 
17th, ‘18, Camp Sevier, S. C. Sailed July, 1918, for 
France. Assigned to Base Hospital 41; St. Denis. 
Promoted Captain Dec. 6th, °17. Promoted Major 
Nov. 14th, ‘18. Discharged Camp Dix April 21st, 
"19. 

Junius F. LYNcuH. 

Entered service with rank of Lieut. Colonel. Au- 
gust 17, 1917, to December 6, 1917, Assistant Di- 
vision Surgeon 29th Division. Dec. 6, 1917, to Feb. 
7, 1918, Surgeon 372nd Infantry. Feb. 7, 1918, to 
May 13, 1918, Division Surgeon 93rd Division. At- 
tached to 42nd Division from May 13, 1918, to July 
1, 1918. July 1, 1918, to Jan. 10, 1919, in command 
of Camp Hospital No. 30, St. Maixent, France. Jan. 
12, 1919. to July 6, 1919, Chief of Surgical Service 
Base Hospital No. 57, Paris. Arrived in France in 
Feb., 1918. Honorably discharged at Hoboken, N. J., 
July 19, 1919. 

WaLrer B. Martin, 

Born Jan. 16th, 1888, Pulaski, Va. Commissioned 
First Lieutenant M. R. C. April 24th, 1917. Active 
duty Camp Greenleaf, June 13th, 1917. Capt. M. C. 
June 30th, 1919. On duty Camp Greenleaf, June 13th, 
1917, to Oct. 18th, 1918. Camp Custer as Assistant 
Div. Surgeon, 4th Division, Oct. 19th, 1918, to March 
30th, 1919. General Hospital No. 28, Fort Sheridan, 
from Apr. Ist, 1919, to Sept. 15th, 1919, as Asst. Chief 
of Medical Service. Discharged Apr. 15th, 1919. 
A. D. Morgan. 

Born Jan. 5th, 1886, Raleigh, N. C. Commissioned 
June 20th, 1917, First Lieutenant. Active duty Sept. 
20th, 1918, to Apr. 19th, 1919. Reg. Surgeon 308th 
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Infantry, 77th Division. Discharged May 28th, 1919, 
Captain. Citations Divisional and A. E. F. 


SAMUEL P. Oast. 

Born Nov. 27th, 1887, Portsmouth, Va. Commis- 
sioned First Lieutenant M. C. N. G. Va., May 15th, 
1917. Called for active service July 25th, 1917. Dis- 
charged because of physical disability Sept. 13th, 
1917, at Richmond, Va. Re-commissioned First Lieu- 
tenant M. R. C., Oct. 15th, 1917. Called for active 
service, Nov. 5th, 1917. Reported at School of Oral 
and Plastic Surgery, Philadelphia. Camp Zachziry 
Taylor Base Hospital from Nov. 27th to June 16th, 
1918. Evacuation Hospital No. 14 in France, from 
Aug. 5th to Dec. 9th, 1918. Coblenz, Germany with 
Evacuation Hospital No. 49, 3rd Army from Dec. 
15th, 1918, to Aug. 14th, 1919. Discharged Sept. 17th, 
1919, Camp Lee, Va. 


GeorcGe A. RENN. 

Commissioned Captain M. R. C., U. S. A., July 7th, 
1917. Ordered to Port of Embarkation, Newport 
News, Va., Aug. 7th, 1917. Ordered to Camp Green, 
N. C., with Base Hospital, Sept. 10th, 1917. Appointed 
Adjutant U. S. A. Base Hospital, Camp Green, N. C., 
by Maj. W. L. Sheep, M. C. U.S. A. C. O. Promoted to 
Major M. R. C., U. S. A., Jan. 7th, 1918. Adjutant 
U. S. A. Base Hospital, Camp Green, N. C. Promoted 
to Lieutenant Colonel M. C., N. A. Commanding Of- 
ficer U. S. A. Base Hospital, Camp Green, N. C. Dis- 
charged April 15th, 1919, with rank of Lieutenant 
Colonel M. C., U. S. A. Commissioned Lieut. Colonel 
R. C., U. S. A., May 5th, 1919. 


N. F .RopMAN. 

Born Jan. 3rd, 1891, Washington, N. C. Date of 
Commission March 5th, 1917. Served as Regimental 
Surgeon C. A. C. and Transport Surgeon. Discharged 
Feb. 6th, 1919, at U. S. Debark. Hospital, Ellis Island, 
N. Y. Rank First Lieutenant. 


Herspert W. RoGers. 

Commissioned First Lt. M. R. C., June 22nd, 1917. 
M. O. T. C., Ft. Benj. Harrison, Ind. Aug. 8th, 1917, 
as First Lieutenant, M. R. C., Base Hospital, Camp 
Sheridan, Ala., Oct. 8th, 1917, to Jan. 18th, 1918. On 
duty with 59th Infantry, 4th Division at Camp Green. 
Charlotte, N. C., A. E. F. and Germany Jan. 18th, 
1918, to July 15th, 1919. Base Section No. 5 Segrega- 
tion Camp, Brest, France, July 15th, 1919, to Oct. 
12th, 1919. U. S. Army General Hospital No. 19, N. 
C., November and December, 1919. Commissioned 
Ist Lt. M. C., (Reg.), Oct. 24th, 1917. Captain M. C. 
(Reg.), Nov. 24th, 1918. Sailed for France, May 
15th, 1917. Authorized to wear four stars for Aisne- 
Marne offensive, July 18th, to Aug. 6th, 1918. Vesle 
River Sector, Aug. 7th to 12th, 1918. St. Mihiel of- 
fensive, Sept. 12th to 16th, 1918. Meuse-Argonne 
offensive, Sept. 26th, Nov. 11th, 1918. With the 
Army of Occupation in Germany. Battalion Surgeon 
4th Div., through the four years mentioned. 

GEORGE SCHENCK. 

Commissioned First Lieutenant M. R. C., Dec. 4th, 
1917. M. O. T. C., January to April, 1918, Camp Up- 
ton, 77th Division Sanitary Train. Detached and as- 
signed to Camp Surgeon. Organized and trained 
Motor Amb. Co. No. 61 as commanding officer. Pro- 
moted Captain U. S. A. Oct. 1919. Motor Ambulance 
Co. left Brest, France for U. S., July, 1919. Assigned 
to 8th Division, Reg. Inf. Returned to U. S. A., Aug. 
24th, 1919. Discharged Sept. 7th, 1919. 


Harry R. SEELINGER. 


Born Feb. 8th, 1889, Erie, Pa. Commissioned Ist 
Lieutenant, May 19th, 1917. Active duty July 18th, 


1917, Camp Lee, Va. Foreign service June Ist, 1918, 
to June 1st, 1919. Citation dated Oct. 8th, 1918. Dis- 
charged June 8th, 1919. Commissioned Captain M. 
R. C., 1919. 


Witiiam A. Simpson. 

Born Oct. 16th, 1892. B. A. Richmond College 1912. 
M. D. at Med. Col. Va. 1918. Enrolled May 14th, 1918. 
Rank (on enrollment) Lt. (1. g.) M. C. U. S. N. 
Duties—U. S. Naval Hospital, Portsmouth, Va., from 
May 14th, 1918, to May Ist, 1920. Urologist and 
Roentgenologist. Discharged May ist, 1920, with 
rank Lieutenant, M. C. U. S. N. Rank held now, 
Lieutenant M. C. U. S. N. R. F. Now practising 
Urology and Roentgenology, Portsmouth, Va. 


CuarLes C. SMITH. 


Born Feb. 26th, 1891. Commissioned Captain, July 
31st, 1915. Discharged June 22nd, 1919, as Captain 
C. O. of 116th Field Hospital. 


R. S. SPILMAN, 


Born 1868. In Spanish-American War, in Philip- 
pines 1901, 2, and 3, as Acting Asst. Surgeon U. S. A. 
Appointed Ist Lieut. M. R. C., April 24th, 1911. Capt. 
M. R. C., April 2nd, 1917. Major M. C., U. S. A., Sept. 
25th, 1917. Regimental Surgeon 59th U. S. Infantry, 
4th Division, U. S. Regulars, 8th Brigade. Called 
to active service May 38rd, 1917. At Gettysburg, Pa., 
and Camp Greene, Charlotte, N. C., organizing and 
training regulars for the 4th Division. Sailed from 
New York, May 3d, 1918. Arrived at Liverpool, Eng., 
Mey 16th. Sailed from Dover, May 17th, for Calais, 
France. May 20th, Training with the British in north- 
ern France. June 9th, left for the Marne to check 
drive to Paris, took the line at La Ferte, Sous 
Jouarre, 18 Kilometers from Chateau Thierry, now 
Brigaded with the French Army. In the following 
battles: Second battle of the Marne, Chateau Thierry, 
Vesle River, St. Matins, Ville Savoye, Fismes, Her- 
villiers, Vinly, Hautevesnes, Couchamps, Aisue-Marne, 
July 18th, to Aug. 6th, 1918. St. Mihiel, Sept. 12th, 
to 16th, 1918. Meuse-Argonne, Sept. 26th, to Nov. 
llth, 1918. Gassed on the Vesle and Meuse-Argonne 
Drives. Recommended for promotion, and D. S. C. 
Cited several times in Div Orders for good work. 
G. O. 75, G. H. Q. A. E. F. gave him three bronze stars 
and one silver star. Discharged from the Military 
Service Nov. 17th, 1919. 


CLAIBORNE WILLCOX. 

Born Norfolk, Va., Apr. 11th, 1890. Commissioned 
Ist Lt., Apr. 15th, 1918. Active Service, June 25th, 
1918. Went to France, Sept., 1918. Served with 
604th Engineers through the Meuse-Argonne Offen- 
sive. Returned to United States, and discharged May 
13th, 1920. 


R. Luoyp WILLIAMS. 

Commissioned Captain, M. R. C., 5th May, 1917. 
Active Service, 25th June, 1917. Regimental Sur- 
geon 60th Infantry, afterwards a part of the 5th Di- 
vision. In the trenches at Pont a Mouson, during the 
great drive on St. Mihiel. Promoted Major Oct. 3d, 
1917. Transferred from 5th Division to Camp Hos- 
pital No. 26; then to Base Hospital No. 8 at Savaug- 
ney. Returned to United States, and discharged Dec., 
1918. 


T. B. Woops. 

Born Feb. 25th, 1889, Chester, S. C. Commissioned 
July 28th, 1917. Served Camp Greenleaf, Ga. On 
duty as First Lieutenant Motor Ambulance Co. No. 34, 
Discharged Jan. 13th, 1919, as First Lieutenant. 
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Proceedings of Societies 





The Norfolk County Medical Society 
Has just completed the most 
year in its history. It now has a membership 
of 175, having taken in a large number of new 
members during the past few months. 

Under the active leadership of Dr. R. L. 
Williams, President, and Dr. L. B. Scott, 
Secretary, the weekly meetings have been well 
attended and most profitable. The annual 
meeting was held on the first Monday in June, 
and was celebrated by a delightful entertain- 
ment in the Doctors’ Building. This 
largely attended. 

The election of officers resulted in the nam- 
ing of Dr. Southgate Leigh unanimously as 
president: Dr. C. J. Andrews, as vice-presi- 
dent, and the re-election of Dr. L. B. Scott 
as secretary-treasurer, 


prosperous 


wag 


Prince George County Medical Society. 

A meeting was held at Disputanta on June 
9th. as a concession to the physicians in the 
southern part of the county. The meetings 
have previously been held at Hopewell, which 
entails a long trip on those who reside in the 
southern district. Dr. W. B. Daniels. the vet- 
eran president of the Society, was in the chair. 

An instructive and carefully prepared pa- 
per on Blood Pressure in Diagnosis was read 
by Dr. W. W. Cleere, of Hopewell. He cited 
numerous obscure cases in which the blood 
pressure was a determining factor in diag- 
nosing the disease. 

The Public Health Work in the Medical Tn- 
spection of the County Schools was discussed 
by Dr. Carrie Chase Davis, who has done this 
work with the financial assistance of the Hope- 
well Chapter, American Red Cross. A prom- 
ising beginning has been made, which is ex- 
pected to be highly beneficial to the schools. 

Dr. Webb, of Disputanta, and Dr. Daniels 
were the hosts of the occasion and served a, 
much appreciated and highly enjoved supper 
to the Society after adjournment. It was 
voted to continue the meetings at Disputanta, 
as the interest is manifested in a substantial 
way, and on July 14th the Society will again 
meet at that place. 

W. W. CLerrr, 


Secretary-Treasurer. 
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Richmond Academy of Medicine and Surgery. 

At the regular bi-weekly meeting held May 
11, 1920, Dr. J. Garnett Nelson, president, in 
the chair, Yr. J. S. Tors’ y veported the fol- 
lowing case of Suturing of the Brachial Ar- 
tery, and showed the patient: 

Patient, white, 37 years old, had sustained 
an injury on April 6, 1920, in’ which the 
brachial artery of the right arm was com- 
pletely severed and about one-third of tha 
median nerve was cut. Immediate compresy 
was applied and the patient was attended by 
Dr. Ben Hord, who sent the patient to St. 
Elizabeth’s Hospital. Operation done 
about one and a half hours after injury. The 
brachial artery was united end-to-end by the 
arterial-suture method, devised by Dr. Hors- 
ley, and the injured nerve was repaired with 
~ single suture of arterial silk. 
the blood-current was turned on through the 
sutured artery the pulse appeared in the wrist. 
The wound had healed primarily, and it was 
demonstrated to those present that while the 
radial pulse was full, it could be entirely ob- 
literated by pressure with the thumb on the 
brachial artery about the site of the injury, 
so showing that the artery was patent at the 
site of injury and that the radial pulse was 
not due to collateral circulation, 

pr, C @, 
cases and presented the patients: 

1. Interference with the Motor Function of 
the Ulnar Nerve, Due to Injury. 

2. Motor Paralysis of the Upper Extremity 
Due to Lesion of the 5th, 6th, 7th and, Pos- 
sibly, 8th Motor Roots of the Cervical Plexus, 

Dr. Douglas Vanderloof read a paper en- 
titled, Spondylitis and Abdominal Pain, which 
Drs. Horsley, LaRoque. 
Henson, Brady, F. M. Hodges, Coleman and 


VanderHoof. 


Was 


As soon as 


Coleman reported the following 


was discussed by 


Mark W. Peyser, M. D.., 
Secretary. 

The Augusta County Medical Association, Inc., 

Held their bi-monthly meeting June 2nd. 
in Staunton, Dr. J. B. Rawlings presiding. 
Dr. H. H. Trout, Roanoke. Va., gave a talk 
on “Radium as a Surgical Adjunct.” Two 
doctors were elected to membership at this 
meeting: Drs. G. D. Heath, Middlebrook, and 
C. P. Rexrode, Mt. Solon. 
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The Medical Society of Northern Virginia and 
the District of Columbia, 

At its regular meeting held in Alexandria, 
May 1, elected the following officers: Presi- 
dent. Dr. George Tully Vaughan, Washing- 
ton: vice-president, Dr. Arthur Hooe, Wash- 
ington; recording sevretary, Dr. Wm. T. Da- 
vis, Washington; corresponding — secretary, 
Dr. Jos. D. Rogers, Washington: treasurer. 
Dr. Robert S. Lamb, Washington. 





Medical Education. 


The Commission Oa Medical Education In 


Virginia. 
The following appointments have been 
made to the Commission on Medical Educa- 


tion in Virginia: From the Senate of Vir- 
ginia, Senator C. B. Woodson, of Ne!som 
County: Senator M. B. Booker, of Halifax 
County: from the House of Delegates, Hon 
Wilbur C. Hall, of Loudoun County: Hon 
William D. Prince, of Sussex County: ap- 
pointelL by the Governor, Dr. Beverley R. 
Tucker, of Richmond: Dr. James H. Dillard. 
of Charlottesville: Dr. Julian A. Burruss, of 
Blacksburg: Dr. Stuart MeGuire, of Rich- 
mond (on nomination by the Board of Visit- 
ors of the Medical College of Virginia), and 
Dr. Theodore Hough. University, Va.. (on 
nomination by the Board of Visitors of the 
University of Virginia). 

The Commission held its first meeting in 
Richmond, June 28, 1920, and organized by 
the election of Honorable Wilbur C. Hall as 
chairman, and Dr. Theodore Hough as. see- 
retary. The following resolution was adopt- 
ed: 

Whereas the function of the Commission on Medi- 
cal Education in Virginia is to make a thorough in- 
vestigation of the present status and future possi- 
bilities of medical education in Virginia and on the 
basis of this to make recommendations leading to 
the establishment of a single state-supported medi- 
cal school in Virginia; and whereas it is not con- 
ducive to the efficiencv of such an investigation while 
in progress to have the press of the state report the 
results of separate meetings of the Commission ex- 
cent as authorized by the Commission: 

Therefore Be It Resolved that no reports of the 
results of meetings of this Commission be made to 
the press except such reports as are directly author- 
ized by the Commission itself. 

And Be It Furthermore Resolved that the news- 
papers in Richmond, Charlottesville, and elsewhere 
be requested to co-operate in making this resolution 
effective. 


Provided that nothing in this resolution shall be 
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construed as discouraging the appearance before 
this Commission of any citizen or body of citizens 
of the State of Virginia to present pertinent facts or 
considerations bearing upon the work of the Com- 
mission. Whenever any citizen or body of citizens 
desires to appear before the Commission for the 
aforesaid purpose, they must first communicate this 
desire to the President or Secretary of the Com- 
mission. This request must then be laid before the 
Commssion which shall make an appointment for 
the applicants to appear before the Commission. 


The Commission also adopted the follow- 
ing resolution: 

Whereas the Commission on Medical Education in 
Virginia desires contributions of facts and considera- 
tions pertinent to its investigations from citizens of 
the State of Virginia and of other States who are in 
a position to contribute such facts and considera- 
tions ;— 

Therefore Be It Resolved that the Secretary of the 
Commission be instructed to invite the following 
citizens, boards, or associations to make any contri- 
bution of facts or consideration pertinent to the 
s"bject of investigation by the Commission; namely, 
the best organization of medical education in Vir- 
ginia: 

1. The President and the Board of Visitors of the 
University of Virginia. 

2. The President and the Board of Visitors of the 
Medical College of Virginia. 

3. The Officers of the Medical Faculty of the Uni- 
versity of Virginia. 

4. The Officers of the Medical Faculty of the Medi- 
cal College of Virginia. 

5. The Medical Societv of Virginia. 

6. The Local Branches or Societies of the Medi- 
cal Societv of Virginia. 

7. The Board of Medical Examiners of Virginia. 

8. The Board of Health of the State of Virginia. 

And Be It Furthermore resolved that the Secretary 
be instructed to invite similar contributions from 
any other citizens, organizations, or boards in Vir- 
ginia or elsewhere as mav he suggested to him by 
anv member of the Commission, and that the Secre- 
tary he avthorized to nse his own judement as to 
the best means of conveving this invitation to the 
varties concerned: for example by the use of form 
letters or by publication in the Virainia Medical 
Monthly or any other medium of communication. 

And Be It Furthermore Resolved that in issuing 
these invitations the Secretary be instructed to em- 
phasize the fact that the Commission does not de- 
sire merelv expressions of onvinion but the facts and 
considerations which lead the writer to the 
clusions reached. 





con- 


Tt was also voted to request the adminis- 
trative officer or officers of other medical 
schools which are. or have been. face to face 
with similar prob'ems to those which 
front the Commission. to contribute such facts 
or pertinent considerations from their own ex- 
perience in solvine these problems as the: 
may be in a position to contribute. In ae. 
cordance with this resolution, que®tionaires 
are being sent to the administrative officers of 
some twenty-three medical schools. 

Ty pddition to this, the Commission 


con- 


ha- 
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taken steps to secure an expert survey of 


medical education in the State by outside 
agencies. These agencies will report their 


findings to the Commission with recommenda- 
tions as to the best policy to be pursued by 
the State of Virginia in the future. 

It will be seen from the above resolutions 
that the Commission is determined to mak« 
a thorough and impartial study of medica! 
education in Virginia. In this work it needs 
all the assistance it can obtain from those who 
are in a position to give this assistance. For- 
mal requests have been sent to the Medica! 
Society of Virginia, the Board of Medica} 
Examiners, and the State Board of Health. 
The Commission would also greatly appre- 
ciate similar contributions from the 
branches or societies of the Medical Societ: 
of Virginia, and takes this method of issuing 
an invitation to each of these societies to con- 
tribute to its work. The resolutions quoted 
also show that the Commission does not mere- 
ly desire expressions of opinion with regard to 
the best course to be pursued by the State 
but rather desires the facts and considerations 
which lead to the conclusions reached. Among 
the subjects upon which such local societies 
or individual physicians can make valuable 
contributions are the following: 

1. The needs of the State of Virginia for 
physicians and the number of men who should 
be graduated annually to meet these needs. 

2. The relation of the output of physicians 
by the medical colleges of the State to the 
supply of physicians and health officers for 
the rural districts, and other factors influ- 
encing the supply of physicians and health 
officers for the rural districts; together with 
recommendations as to the best methods of 
securing improved medical service for the 
rural districts of Virginia. 

3. The present clinical material and facili- 
ties in the State available for the teaching 
of melicine, including the possibilities of 
utilization of State institutions, such as in 
sane asvlums, tuberculosis sanatoria ortho- 
pedic clinies, ete.. with suggestions as to how 
these may be so developed and improved that 
while serving the needs for which thev ar 
primarily established, they may be utilized 
to the utmost in the improvement of medical] 
education in the State and in the advance 
ment of the science and art of medicine. 

4. The needs of the State of Virginia for 


loeal 
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post-graduate instruction in medicine, anc 
how these needs can best be met. 

5. The needs of the State of Virginia for 
the training of public health officers, the re 
lation of this training to medical education, 
and how these needs can best be met. 

6. The needs of the State for adequate train- 
ing of nurses, and how these needs can best 
be met. 

7. The proper basis of hospital support for 
the teaching hospital or hospitals of the State 
supported medical school, with special refer- 
ence to the part which should be assumed 
by the State out of its general funds and the 
part which should be assumed by the cities 
and counties which send patients to the said 
hospitals. 

8. The best practicable basis for securing 
teachers for the clinical branches in Virginia 

9. The possibilities of development of a 
single State-supported medical school at the 
University of Virginia with the advantages 
and disadvantages of this location. 

10. The possibilities of developing the sin- 
gle State-supported medical school in Rich- 
mond as the Medical Department of the 
University of Virginia, with the advantages 
and disadvantages of this location. 

All communications for the Commission 
should be sent to the Secretary, Dr. Theodore 
Hough, University, Va. 

The Commission voted to hold its next 
meeting in Charlottesville early in Septem- 
ber. 





Correspondence 


Use of Arsenic Preparations In Treatment of 
Syphilis. 
THE Pusiic HEALTH SERVICE, 
Wasnineton, Jay 12, 1920. 
Bureau Circular Letter No. 219, 
To Mepicat Orricers, U. S. Pusric Heaven 
ServICE, AND OTHERS CONCERNED: 


BUREAU OF 


Your attention is invited to the extensive 
exploitation through advertisements in pro- 
fessional journals and otherwise of the various 
arsenic preparations which are not related te 
the arsphenamine group. The preparations 
referred to are sold with claims in regard to 
their value in the treatment of syphilis, which 
are unwarranted. 

In the opinion of this office it is in the in- 
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terest of all concerned that the subcutaneous, 
intramuscular or intravenous use of arsenic 
in the treatment of syphilis be confined to 
preparations of the arsphenamine group, as 
these agents are of established value and are 
produced under the regulations of the Public 
Health Service. The following firms are now 
licensed for the manufacture of arsphenamine 
and neo-arsphenamine: 

Dermatological Research Laboratories, 1720 

Lombard Street, Philadelphia, Pa. 
H. A. Metz Laboratories, 122 Hudson St.. 
New York, N. Y. 

Diarsenol Co., Inc., Buffalo, N.Y. 

Takamine Laboratories, Clifton, N. J. 

The Lowy Laboratory, of Newark, N. J. 
has been granted a license to prepare a stable 
solution of arsphenamine. 

It is not the desire of the Bureau to limit 
clinicians in the choice of agents of recognized 
worth, but in the case of arsenic prepara- 
tions, not members of the arsphenamine 
group, the available evidence indicates 
that their routine use is inadvisable in 
the treatment of syphilis. If it is desired 
to use any of these preparations in a purely 
experimental way, previous authority from 
the Bureauu should be secured. Applications 
for this authority should be accompanied by 
a statement as to the composition of the drug. 
including the structural formula and_ the 
reason for its use. All information available 
on the value of the preparation should be 
forwarded. 

Il. S. Cum™ine, 
Surgeon General. 


The Truth About Medicine 


During May the following articles have been ac- 
cepted by the Council on Pharmacy and Chemistry 
for inclusion in New and Non-ofticial Remedies: 
Dietetic Cellulose Co.: 

Cellufiour. 
Intra-Products Co.: 
Ven-Iron Cacodylate 
Ven-Iron Cacodylate with Sodium Chloride. 
NEW AND NON-OFFICIAL REMEDIES. 

Barbital-Chiris.—A brand of barbital (see New and 
Non-official Remedies, 1920, p. 82) complying with 
the N. N. R. standards. Antoine Chiris Co., New 
York. 

Barbital Sodium-Chiris—A brand of _ barbital 
sodium (see New and Non-official Remedies, 1920, p. 
83) complying with the N. N. R. standards. An- 
toine Chiris Co., New York. 

Condensed Vitalate—A pure culture of Bacillus 
bulgaricus. It is designed for internal administra- 
tion (see general article, Lactic Acid-Producing Or- 
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ganisms and Preparations, New and Non-official 
Remedies, 1920, p. 156). The preparation is distrib- 
uted by the manufacturer only. Vitalate Labora- 
tories of California, Pasadena, Calif. (Jour. A. M. A., 
April 3, 1920, p. 951). 

Elixir Barbital Sodium-Abbott.—Each fluid ounce 
contains barbital sodium-Abbott (see New and Non- 
official Remedies, 1$20, p. 84), 20 grains. Abbott 
Laboratories, Chicago. 

Aromatic Chlorazene Powder.—A powder compos- 
ed of Chlorazene {see New and Non-official Remedies, 
1920, p. 137), 5 per cent.; sodium bicarbonate, 5 per 
cent.; eucalyptol, 2 per cent.; saccharin, 1 per cent.; 
and sodium chloride, 87 per cent. Abbott Labora- 
tories, Chicago. 

Capsules Corpora Lutea Desiccated-Hollister-Wil- 
son 2 grains—Each capsule contains desiccated cor- 
pus luteum-Hollister-Wilson (see New and Non-official 
Remedies, 1920, p. 204), 5 grains. 

Capsules Corpora Lutea Desiccated-Hollister-Wil- 
son 5 grains—Each capsule contains desiccated cor- 
pus luteum-Hollister-Wilson (see New and Non-official 
Remedies, 1920, p. 204, 5 grains. 

Tablets Corpus Luteum Desiccated-Hollister-Wilson 
2 grains.—Each taklet contains desiccated corpus 
luteum Hollister-Wilson (see New and Non-official 
Remedies, 1920, p. 204), 2 grains. 

Tablets Corpus Luteum Desiccated-Hollister-Wilson 
5 grains.—Each tablet contains desiccated corpus Iu- 
teum-Hollister-Wilson (see New and Non-offirial 
Remedies, 1920, p. 204), 5 grains. The Hollister Wil- 
son Laboratories, Chicago. 

Schick Test-Gilliland.——Marketed in packares con- 
taining a capillary tube of diphtheria toxin (stand- 
ardized) and a vial of diluent, and in packages con- 
taining four tubes of diphtheria toxin and four vials 
of diluent. See Diphtheria Immunity Test (Sehick 
Test), New and Non-official Remedies, 1920, p. 504. 
Gilliland Laboratories, Ambler, Pa. 

Corpora Lutea Soluble Extract-Hollister-Wiison—A 
sterile solution of those constituents of corpus luteum 
which are soluble in physiological solution of sodium 
chloride, containing in each Ce. 0.02 Gm. of soluble 
matter in addition to sodium chloride and chlorbu- 
tanol (as a preservative). For a discussion of actions 
and uses, see general article on Ovary, New and 
Non-official Remedies, 1920, p. 201. It is marketed in 
the form of Ampoules Corpora Lutea Soluble Extract- 
Hollister-Wilson 1 Cc., Hollister-Wilson Laboratories, 
Chicago. 

Eucatropine. Euohthalmine. Phenyl-Glycolyl- 
Methyl-Vinyl-Diacstonalkamine Hydrochloride.—Eu- 
catropine was first introduced as Euphthalmine. It 
produces prompt mydriasis, free from anesthetic ac- 
tion, pain, corneal irritation, or increase in intra- 
ocular tension. The effect on accommodation is 
slight and transient. Eucatropine is useful as an aid 
in ophthalmoscopic examinations in place of atropine, 
homatropine, etc. 

Eucatropine-Werner.—A brand of eucatropine ¢cm- 
plying with the N. N. R. standards. Werner Drug 
& Chemical Company. Cincinnati, Ohio (Jour. A. M. 
A., May 1, 1920, p. 1231.) 

Radium Sulphate—Radio Chemical Corp.—Stin- 
plied in the form of a mixture of radium sulphate 
and barium sulphate. All deliveries are made sub- 


ject to the tests of the U. S. Bureau of Standards. 
Radio Chemical Corporation, New York. (Jour. A. 
M. A., May 8, 1920, p. 1316.) 

Acetylsalicylic Acid-Heyden.—A brand of acetyl- 
salicylic acid (see New and Non-official Remedies, 
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1920, p. 247) complying with the N. N. R. standards. 
Heyden Chemical Works, Garfield N. J. (Jour. A. M. 
A., May 22, 1920, p. 1457.) 

Streptococcus Vaccine (Gilliland).—A _ streptococ- 
cus vaccine (see New and Non-official Remedies, 1920, 
p. 290) made from hemolytic streptococci, viridans 
(green-producing) streptococci and nonhemolytic 
streptococci. Marketed in packages of four syringes 
in packages of four 1 Ce. ampules and also in vials of 
5, 10 and 20 Ce. The Gilliland Laboratories, Ambler, 
Pa. 

Tablets Dichloramine-T 4.6 grains.—Each tablet 
contains 4.6 grains of dichloramine-T-Abbott (see 
New and Non-official Remedies, 1920, p. 139). Ab- 
bott Laboratories, Chicago. 

Solution Arsphenamine-Lowy.—An aqueous 0.5 per 
cent. solution of arsphenamine possessing the proper 
degree of alkalinity. It is supplied in ampules con- 
taining 80 Ce. and 120 Cce., respectively, each being 
provided with a hypodermic needle and attachment 
for intravenous administration. The ampules are 
provided with an expiration date after which time 
they should not be used, and with a color standard 
to which they must conform. The solution is made 
from the particular brand of arsphenamine selected 
by the purchaser. Lowy Laboratory, Inc., Newark, 
N. J. (Jour. A. M. A., May 29, 1920, p. 1519.) 

Pituitol Obstetrical_—Pituitary Extract Obstetrical- 
Hollister-Wilson.—An extract of the posterior lobe of 
the pituitary body of cattle, anproximately three 
times the strength of Solution of Hypophysis, U. S. 
P., preserved by the addition of chlorbutanol. It is 
standardized according to the method of G. B. Roth. 
For actions and uses, see general article, Pituitary 
Gland, New and Non-official Remedies, 1920, p. 205. 
Marketed in the form of Ampoules Pituitol Obstet- 
rical 0.5 Ce. and Ampoules Pituitol Obstetrical 1 Ce. 
Hollister-Wilson Laboratories, Chicago. 

Pituitol Surgical.—Pituitary Extract Surgical-Hol- 
liste~Wilson.—An extract of the posterior lobe of the 
pituitary body of cattle. approximatelv six times the 
strength of Solution of Hypophysis, U.S. P., preserved 
by the addition of chlorbutanol. It is standardized 
according to the method of G. B. Roth. For actions 
and uses, see general article, Pituitary Gland, New 
and Nonofficial Remedies, 1920, p. 205. Marketed in 
the form of Ampoules Pituitol Surgical 1 Ce. Hollis- 
ter-Wilson Laboratories, Chicago. 

Radium Bromide, Radio Chemical Corpn.—Supplied 
in the form of a mixture of radium bromide and 
barium bromide. All deliveries are made subject to 
the tests of the U. S. Bureau of Standards. Radio 
Chemical Corporation, New York. 

Radium Carbonate, Radio Chemical Corp.—Sup- 
plied in the form of a mixture of radium carbonate 
and barium earbonate. All deliveries are made sub- 
ject to the tests of the U. S. Bureau of Standards. 
Radio Chemical Corporation, New York. 

Radium Chloride, Radio Chemical Corn.—Supplied 
in the form of a mixture of radium chloride and 
barium chloride. All deliveries are made subject to 
the tests of the U. S. Bureau of Standards. Radio 
Chemical Corporation, New York. 

PROPAGANDA FOR REFORM. 

Deterioration of Oubain (Crystalline Strophanthin) 
Solutions—Levy and Cullen, having observed wider 
variation in the potency of several lots of ouabain 
furnished in ampules, found that the sterilized solu- 
tions were decidedly alkaline in reacton, whereas 
freshly prepared aqueous solutions of the drug were 
neutral or slightly acid. Since ouabain (crystallized 
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strophanthin) is readily rendered biologically inert 
by heating with alkali, the authors ascribe the de- 
terioration of the solutions to alkali derived from 
the soft glass from which ampules are often made. 
The deterioration may be averted by the use of con- 
tainers of hard glass (Jour. A. M. A., April 3, 1920, 
p. 955). 

Anti-Tuberculous Lymph Compound (Sweeny.)— 
This is put out by the National Laboratories of Pitts- 
burgh, Dr. Gilliford B. Sweeny, “Medical Director.” 
Just how Anti-Tuberculous Lymph Compound is made 
to-day is not stated. It is fair to assume that it is 
not made in such a manner as to bring it under the 
federal laws governing the sale of serums and simi- 
lar preparations. The claims made for the prenara- 
tion are uncritical and unscientific, mainly of the 
testimonial class. When some of these testimonials 
were investigated, every physician who answered the 
inquiry regarding his previous and present opinion 
declared in effect that he had long since ceased to 
have faith in the value of the preparation. The facts 
are that no serum or lymph has thus far been prov- 
ed to have any value in the treatment of tubercu- 
losis. Having examined the available evidence, the 
Councll on Pharmacy and Chemistry declared Anti- 
Tuberculous Lymph Compound (Sweeny) not ac- 
ceptable for New and Non-official Remedies (Jour. A. 
M. A., April 3, 1920, p. 965). 

Anti-Syphilitic Lymph Compound (Sweeny.)—This 
preparation is made by or under the direction of Dr 
Gilliford B. Sweeny, whose researches (?) led to the 
production of Anti-Tuberecnlous Lymph Compound 
(Sweeny). According to the available information. 
this preparation is made by suspending benzoate of 
mercury in lymph from the bullock. The circular ex- 
ploiting this preparation makes the statement that 
it is seldom necessary to continue the treatment be- 
yond two months. If one chooses to be credulous, 
this would indicate extraordinary power for the mer- 
cury. That anv physician could be induced to place 
his trust in this preparation is almost unthinkable. 
The Council on Pharmacy and Chemistry declared 
Anti-Svphilitic Lymph Compound (Sweeny) not ac- 
ceptable for New and Non-official Remedies (Jour. A. 
M. A., April 3, 1920, p. 966.) 

Pharmaceutical Houses and the Council on Pharm- 
acy and Chemistry.—In no one direction has the 
Council made greater efforts than in its endeavors to 
secure the fullest co-oneration of the various phar- 
maceutical houses. The difficulty has been, and al- 
ways must be, the fundamental antagonism between 
objectives that are largely commercial, on the one 
hand, and purelv scientific, on the other. Neverthe- 
less, the Council has always believed that there is a 
possible middle ground wherein the interests of 
therapeutics would not be injured, but would go hand 
in hand with commercial development based on en- 
lightened self-interest. The Council has practically 
the undivided supvort of manufacturers of medicinal 
chemicals; but pharmaceutical firms which find it 
profitable to promote specialties, unscientific or ordi- 
nary mixtures of pharmaceutical or biologic prod- 
ucts sold under trade names, have not supported the 
Council. The methods of the pseudochemical com- 
panies, whose sales propaganda in the interests of 
unscientific nostrums with its attending damage to 
scientific medicine had led to the establishment of the 
Council, has found their lodgment in most of the 
pharmaceutical houses. Is it any wonder that such 
firms are antagonistic to the work of the Council? 
When the medical profession as a unit will support 
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the Council in its work, then such firms will find it 
good business policy to market products which are 
eligible for New and Non-official Remedies, but not 
before. The Council, constituted of scientific men 
working without remuneration in the interest of 
scientific medicine and the medical profession, ex- 
pects, and rightfully, the co-operation and support of 
the members of that profession. What is needed iz 
the active. svmpathetic co-operation of physicians; 
the co-operation of pharmaceutical houses will fol- 
low as a matter of course (Jour. A. M. A., May 1, 
1920, p. 1234). 

Some Misbranded Drug Products and Nostrums.— 
The following products have been subject to prose- 
cution by the federal authorities under the Food and 
Drugs Act: Quinin Sulphate Tablets and Calomel 
Tablets of the Drug Products Comnany, New York 
City, did not contain the amount of drvg claimed. 
Acetphenetidin and Salol Tablets of the Carrol Dun- 
ham Smith Pharmacal Co., New York City, did not 
contain the amovnt of drugs claimed. Hostelley’s 
Hypophosnvhites and Hostellev’s Chemically Pvre Hv- 
pophosphites were adulterated and misbranded. Stod- 
dard’s Pinus-Codeia, Salcetol Codeia Tablets. Salcetol 
Phenylamine Ammonii Salicylate Tablets, Salcetol 
Co. No. 2 Infant Corrective Tablets. Cannabin Co. 
Tablets, G. S. Stoddard & Co., New York Citv, were 
misbranded. Dr. King’s Star Crown Brand Pills 
were sold under false therapeutic claims. Marshall's 
Pain Drons, Marshall’s Lung Svrup, Dr. J. C. Brown's 
Unequaled Liquid Drops, Marshall’s Blood and Tive~ 
Pills, Egyptian Oil, and Arctic Oil Liniment of the 
M. W. Marshall Medicine Co. were sold under false 
therapeutic claims. (Jour .A. M. A., May 1, 1929, p. 
1269). 

More Misbranded Nostrums.—The following ‘“nat- 
ent” medicines have been the subject of prosecution 
by the federal authorities because they were sold un- 
der false claims: Seelye’s Ner-Vena, a syrup con- 
taining alcohol and vegetable extractives, among 
which were those of juniper, wild cherry, senna, 
gentian, sassafras, uva ursi and cinchona; Hill’s 
Rhenmatic Pills, consisting of vegetable extracts, in- 
cluding aloes, and 5 per cent. of mineral salts: Jen- 
kin’s Rheumatism, Gout and Neuralgia Annihilator, 
containing over 46 per cent. alcohol, salicylic acid, 
resinous plant extract and water. Short Stop, a syrup 
containing licorice and wild cherry extract. ammonium 
carbonate, small amounts of an antimony salt, ben- 
zoic acid, camphor, oil of anise and traces of an alka- 
loid. Antiseptine, a powder composed essentially of 
anhydrous zine sulphate and lead acetate together 
with a small amount of conper acetate. Cassidy's 4X, 
consisting essentially of aloes, colocynth, resins. and 
a small amount of a mercurv salt, alcohol and water. 
“P. G. S.” (Schuh Drug Co.) consisting of plant ex- 
tract including extract from a laxative drug, resin, 
and not more than a trace, if anv, of mercury, al- 
cohol and water. Red Cross Pile Cure, suppositories 
consisting essentially of cocoa butter, tannin, men- 
thol, a lead compound, iodid, sulphate and nossible 
acetate. (Jour. A. M. A., May 22, 1920, p. 1473.) 

Proprietary vs. Non-proprietary—The exhibit of 
the A. M. A. Chemical Laboratory at the recent New 
Orleans session of the A. M. A. contained a card 
comparing the cost of drugs sold wnder pronrietary 
and non-proprietary names. The following list com 
pared the wholesale price per ounce of drugs sold 
under protected (proprietary) names with the same 
drug sold under a common (non-proprietary name: 
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Aspirin-Bayer, $0.85; acetylsalicylic acid, $0.16. Phen- 
acetin, $0.65; acetphenetidin, $0.27. Atophan, $3.50; 
cinchophen, $2.00. Kelene (10 gm.), $0.56; ethyl 
chloride (10 gm.), $0.45. Duotal, $1.90; guaiacol 
carbonate, $0.80. Urotropin, $0.60; hexamethylena- 
mine, $0.21. Sulphonal, $1.70: sulphonmethane. $v.80 
Trional, $1.90; sulphon-ethyl-methane, $1.00. Diure- 
tin, $1.75: theobromine-sodium salicylate, $0.70. Aris- 
tol, $1.80: thymol-iodide, $1.00. Economy as well as 
scentific prescribing demands the use of non-pro- 
prietary names whenever possible (Jour. A. M. A., 
May 22, 1920, p. 1473). 

Cotton Process Ether.—The Du Pont Chemical 
Works have decided to present “Cotton Process 
Ether” to the Council on Pharmacy and Chemistry for 
consideration, and the ether will be thus defined: 
An improved anesthesia ether consisting of highly re- 
fined diethyl oxid with approximately two volumes of 
ethylene, one-half volume carbon dioxid and one per 
cent. by weight of ethyl alcohol (Jour. A. M. A., May 
22, 1920, p. 1474). 

Fumes of lodin.—For some time manufacturers 
have urged substitutes for tincture of iodin, eclaim- 
ing that the substitutes were free from the unde- 
sirable properties of the tincture and at the same 
time possessed special virtues which the tincture 
could not possess. More recently, attention has been 
directed to the administration of iodin in the form 
of vapor. Luckhardt reports that they are rapidly 
and completely absorbed. It was found that the 
administration of iodin through the respiratory pass- 
ages even in small quantities is fraught with great 
danger Such administration induces dysprea, and 
when it is given in large quantities, acute and fatal 
nulmonary edema ensues within twenty-four hours. 
When resniratory disorders are present at the time 
of the administration, the fatal edema supervenes 
very quickly (Jour. A. M. A., May 29, 1920, p. 1521) 

The Short and Catchy Name.—A laborer went to 
a Brooklyn phvsician for treatment and was given 
three prescriptions. One of the prescriptions called 
for “Laxol,” the word being written on a piece of 
blank naper withont directions. The drug clerk mis- 
read the prescription and dispensed an “original” 
bottle of “Lysol,” which bore the usual posion label. 
The man drank the entire three ounces of “Lysol” 
and died. Laxol is a flavored and sweetened cas- 
tor oil, and there is no excuse for prescribing it 
(Jour, A. M. A., May 29, 1920, p. 1524). 

Hostetter’s Bitters.—Hostetter’s Celebrated Stom- 
ach Bitters is declared to contain 25 per ent. of 
alcohol. Analyses in the past have shown that the 


alcohol content has varied widelv at different times, 
the amount having never been less than 25 per cent. 
by volume, but sometimes as high as 43 per cent. 


A recent analvsis by the A. M. A. chemist showed 24. 
72 per cent. of alcohol by volume. small quantities of 
cinchona alkaloids (about % grain per fluid once) 
and no other therapeutically active ingredients in ap- 
preciable quantities. Six fluid ovnces of the prenara- 
tion (6 doses) were dealcoholized. the solution evapo- 
rated, the residve mixed with milk sugar, the mix- 
ture placed in capsules, and the cansules swallowed 
at one dose by a healthy man. No effects were noted. 
It is evident that alcohol is bv far the most active in- 
gredient in Hostetter’s Stomach Bitters. The analv- 
sis failed to reveal the presence of anv drugs in 
quantities that would prevent the preparation’s being 
used as a beverage (Jour. A. M. A., May 29, 1929. p. 
1534). 
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Editorial 


The Norfolk Edition. 

The Norfolk County Medical 
believe, is one of the best local societies in thu 
State. Its membership is composed of the 
physicians and surgeons of the City of Nor- 
folk and adjacent section. This organization is 


Society, we 


2 serious and progressive one, carrying forward 
effectively the dual purposes of a medical as- 
sociation. On the one hand, it is an organ- 
ized and democratic body of medical men at- 
tending earnestly to the business and _ legis- 
lative functions of medical life. At certain 
stated meetings, we understand, it convenes 
for and considers only matters pertaining to 
the business, legislative, ethical, secular and 
social side of the profession. No doubt, at 
these meetings, questions bearing upon public 
health, the relation of the medical profession 
to civic progress and legislation, tariff, pro- 
fessional and ethical questions, ete.. are. froni 
time to time, considered and acted upon. But 
on the other hand, and to a far greater ce- 
gree. the Norfolk County Medical Society. 
under the leadership of its excellent officers. 
functions more effectively and successfully as 
a scientific body of medical men bound. to- 
gether for the chief purpose of promoting 
medical knowledge. This is the big aim and 
the chief object of its frequent meetings and 
its high percentage of attendance. Its work 
as we have heard of it. has been and is to 
carry forward clinical and scientific know]- 
edge and to keep its members abreast of the 
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pew thought and advances in medical re- 
search. We understand that definite pro 
grams or schedules are laid out and followed 
in scientific work; that the leaders of the or- 
ganization pian for the membership well 
mapped-out courses of study, that its frequent 
meetings are replete with up-to-date papers. 
case reports and clinical demonstrations. 

The foregoing comment is merely a word 
of appreciation of the general reputation of a 
well-ordered and adequately functioning med- 
ical organization, which we are glad to have 
this opportunity to thus call to the attention 
of like organizations of the State, as worthy 
of emulation. So, it is a pleasure for the ed- 
itor of the journal to present to the readers 
this NorroLk Epirion. 

In doing so, we wish to express thanks to 
the contributors, to the officers of the Society, 
and to Dr. Frank Hancock, of Norfolk, for 
the ready co-operation given us in getting out 
the Norrotk number. Dr. Hancock deserves 
our especial thanks because of his efforts in 
securing the papers and for his patience and 
promptness in answering correspondence con- 
nected therewith. We have only one regret 
in connection with this issue, and that one 
comes from the fact that space is not suffi- 
cient to enable us to utilize all of the papers 
secured. The heavy charges and expenses at- 
tached to the purchase of paper and paying 
the printer’s bill at this time, make it ex- 
tremely necessary to carefully limit the ex- 
pansion of the journal. While we believe that 
further enlargement and improvement will 
come in due time, for the present, it seems| 
unwise to do more. For this reason, we could 
pot avail ourselves of all of the papers offered. 
Petersburg Meeting. 

The next meeting of the Medical Society of 
Virginia will be held in the City of Peters- 
burg in the last week of October next—the 
26th to 29th, inclusive. 

The Executive Council held its usual sum- 
mer session in the executive offices of the So- 
ciety in Richmond, on Thurday, June 24th. 
and fixed the date. There was present a com- 
mittee from the Petersburg Medical Faculty, 
Dr. J. Bolling Jones, chairman. Every as- 
surance was given that the coming meeting 
in Petersburg would be successful. The local 
committee is alive to the interests of the meet- 


ing. 
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Most satisfactory arrangements have been 
made for the meetings in the High School 
Building, recently completed, where every 
facility is offered for the accommodation of 
the Society. The building is equipped with 
a large auditorium with seating capacity for 
1,000, and there are adjoining large assembly 
and class rooms which may be used for sec- 
tions, committees, and the House of Delegates: 
‘Every comfort for the care of the visitors 
may be expected, as the local committee ‘s 
making adequate arrangements. Let all the 
members of the Society plan their affairs now 
so as to come to the Petersburg meeting tlris 
fall. 

Local societies throughout the State should, 
as promptly as possible, appoint their dele- 
gates to the House of Delegates for this meet- 
ing. Quoting from Article V, Section 1, of 
the By-Laws of the Society, “Each Compo- 
nent County Society shall be entitled to elect 
to the House of Delegates each year, one del- 
egate and one alternate for each thirty-five 
members or major fraction thereof, provided 
that each Society shall be entitled to at least 
one delegate and one alternate.” When these 
appointments are made, please at once notify 
the secretary-treasurer, G. H. Winfrey, at the 
Society’s offices, 10444 West Grace Street. 
Richmond. 





“S. O. S.” 

Members of the Society are again reminded 
that the Virginia Medical Monthly is now 
their property, and that the annual dues of 
four dollars, fixed at the last meeting of the 
Society, include the subscription price of the 
magazine. The Society faces the same con- 
ditions that confront all publishers—tremend- 
ous increases in the cost of print paper and 
printing. It is essential to the success of the 
magazine—your official organ—that members 
of the Medical Society of Virginia pay their 
annual dues promptly. 

Business houses of Richmond, Norfolk, and 
other cities are supporting your magazine as 
never before, but this new support only takes 
care of increased costs. Your Publication 





Committee is steadily improving the journal, 
winning for it favorable comment which re- 
flects great credit on the entire profession of 
the State. 

To come back to our original point—you 
can no more run a magazine without money 
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than you can an automobile without gasoline. 
Bills were mailed recently, and your check 
for the amount of your indebtedness to the 
Society is actually needed at this time. We 
are, of course, very grateful to the seven hun- 
dred members (out of nearly two thousand) 
who have paid up. We are holding in reserve 
the gratitude we hope to express to the nearly 
thirteen hundred members of the Society wi.o 
are still indebted to their organization. If you 
have not already done so, please send in your 
check, made payable to the order of the Med- 
ical Society of Virginia. 
G. H. Wixrrey, 


Secretary-Treasurer. 


News Notes 


The University of Virginia, Medical Depart- 
ment, 

According to custom, held their final exer- 
cises for the 1920 class in conjunction witl: 
those of other departments of the University. 
on June 15. The number of graduates in 
medicine was one hundred per cent. of the 
senior medical class, and represented ning 
States and the District of Columbia. 

Hospital appointments for the twenty-eight 
graduates were as follows: 

University of Virginia Hospital, Univer- 
sity—Drs. John B. Banks, Mt. Vernon, Ind.: 
Jas. N. Greenr, Jr., St. Paul, Va.; Jos. Thos. 
Jones, Doe Hill, Va.; Frank MeCutchan. 
Rogersville, Tenn.; William G. Moran, Jr.. 
City Point, Va.; Henry B. Mulholland, Wash- 
ington, D. C.; Hengry G. Preston, Fairmont. 
W. Va.; and Raymond M. Sloan, Alderson. 
W. Va. 

Memorial Hospital, Orange, N. 
Jos. F, Armstrong, Water Valley, Miss. : 
ney Jas. Harper, Jr., University; Berlin B. 
Nicholson, Jacksonville, Fla. 

Johns Hopkins Hospital, Baltimore--Drs. 
Chas. Y. Bidgood, Wilmington, N. C., and 
Hunter Holmes McGuire, Richmond. 

Kings County Hospital, New York—Drs 
Wm. W. Hicks, Byhalia, Miss., and Lewis D. 
Tloppe, Jr., Marietta, Ga. 

Staten Island Hospital, New York—Dr. W. 
Tilden Boland, Calhoun City, Miss. 

Chester County Hospital, Westchester, Pa. 
—Dr. Glenn Calvin Campbell, Mill Gap, Va. 

Postgraduate Hospital, New York—Dr. 
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Powell Garland Dillard, Lynchburg, Va 

Bellevue Hospital, New York—Dr. Richard 
W. Fowlkes, Danville, Va. 

Greeneville Hospital, Greeneville, Tenn.— 
Dr, Claude P. Fox, Jr., Greeneville, Tenn. 

Church Home Infirmary, Baltimore--Dr. 
Wm. A. H. Gantt, Wingina, Va. 

Delaware Hospital, Wilmington, Del—Dr. 
Seth Hunter Hurdle, Portsmouth, Va. 

Birmingham Infirmary, Birmingham, Ala. 
—Dr. LeRoy T. Kincannon, Tupelo, Miss. 

Northwestern General Hospital, Philadel- 
phia, Pa—Dr. Philip M. Lewis, University. 
Va. 

Charity Hospital, New Orleans, La.—Dr. 
Felix E. Lindner, Oxford, Miss. 

Stuart Circle Hospital, Richmond, Va.—- 
Dr. Raymond A. Vondelehr, South Richmond. 
Va. 

Southern Pacific General Hospital 
Francisco, Cal—Dr. Kon Wyatt, East Au- 
burn, Cal. 

Instructor in Pathology, Medical Depart- 
ment, University of Va.—Dr. Clifton J. Rey- 
nolds. Long Island, Va. 


Son 


University of Va., Alumni Association. 

At the annual meeting of the Association. 
June 14, Dr. Hugh Young, Baltimore, M¢.. 
was elected first vice-president, and Dr. Wm. 
H. Goodwin, University, was elected to th 
executive committee of the Association. 


Internes At Memorial Hospital, Richmond. 


The following appointments have been made 
to the Resident Staff of the Memorial Hos- 
pital, Richmond, for the coming year: 

Dr. Kent W. Jarvis, Chief Resident; grad: 
uate of Union University, 1917; internship at 
St. John’s and Bellevue Hospitals: captain 
in Medical Corps. 

Dr. C. L. Nance, graduate of Medical Col- 
lege of Virginia, 1919; formerly chief resident 
of Virginia Hospital. 

Dr. James G. Lyerly, graduate of Medical 
College of Virginia, 1920, and served an un- 
dergraduate internship at Grace Hospital, 
Richmond. 

Other appointments may be made later. 


The National Research Council, 
A co-operative organization of leading sci 
entific and technical men of the country for 
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the promotion of scientific research and the 
application and dissemination of scientific 
knowledge for the benefit of the national wel- 
fare, has elected the following officers for the 
year beginning July 1, 1920: Chairman, H. 
A. Bumstead, professor of physics and direé- 
tor of the Sloane physical laboratory, Yale 
University; First Vice-Chairman, C. D. Wal- 
cott, president of the National Academy of 
Sciences and Secretary of the Smithsonian 
institution; Second Vice-Chairman, Gano 
Dunn, president of the J. G. White Engineer- 
ing Corporation, New York; Third Vice- 
Chairman, R. A. Millikan, professor of phys- 
ics, University of Chicago; Permanent Secre- 
tary, Vernon Kellogg, professor of biology, 
Stanford University; Treasurer, F. L. Ran- 
some,, treasurer of the National Academy of, 
Sciences. 

The Council was organized in 1916 under 
the auspices of the National Academy of Sci- 
ences to mobilize the scientific resources of 
America for work on war problems, and re- 
organized in 1918 by an executive order of, 
the President on a permanent peace-time ba, 
sis. Although co-operating with various gov> 
ernment scientific bureaus, it is not controlled 
or supported by the government. It has re- 
cently received an endowment of $5,000,004 
from the Cernegie Corporation, part of which 
is to be expended for the erection of a suita- 
uble building in Washington for the joint use 
of the Council and the National Academy of 
Sciences. Other gifts have been made to it 
for the carrying out of specific scientific re- 
searches under its direction. 


Physical Education. 

The lessons learned in the draft examina- 
tions of the world war have brought to the 
fore the subject of compusory physical edu- 
cation for both boys and girls. Thirteen 
States now have such laws. These are Cali- 
fornia, Delaware, Illinois. Maine, Maryland. 
Michigan, Nevada, New Jersey, New York, 
Oregon, Rhode Island, Utah and Washing- 
ton. Indiana and Pennsylvania have adopt- 
edd measures which aim at this reform, but 
are not so effective as those of States above 
named, and North Carolina has appointed a 
director for this work. A number of other 
States have the queston under discussion. 

Boys and girls from the country districts 
have been found to be as much in need of 
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this training as those from the cities. In ex- 
amining for the army, the draftees from the 
country were not found to be in better phys- 
ical condition than those from cities. The 
tests that obtained in these examinations were: 
“The registrant must be able to see well; have 
comparatively good bearing; his heart must. 
be able to stand the test of physical exertion ; 
and must be able to transport himself by walk- 
ing as the exigencies of military life may de- 
mand.” These qualifications are just as neces- 
sary for the man and woman in civil as inf 
military life. Every State in the Union 
should pass laws which will look to develop- 
ing its children physically as well as mentally. 
For special information, address the Na 
tional Physical Education Service, at its head- 
quarters in Homer Building, 13th and F Sts.. 
Washington, D. C. 


Leprosy Treatment Apparently Successful. 
For some years the belief has been gain- 
ing ground that leprosy could be cured, and 
encouraging progress was made by several in- 
vestigators. The starting point for this study 
was the observation that now and then the 
course of the disease appeared to be favorably 
influenced by treatment with eileen Wi. 
The treatment. however, was attended with 
many difficulties, and could not be carried out, 
in all cases. At this point the U. S. Public 
Health Service enlisted the co-operation of 
Prof. L. E. Dean, head of the chemical de- 
partment of the College of Hawaii, and pres- 
ident of the institution, suggesting that at- 
tempts be made either to isolate the active 
constituent of this drug, or to devise means 
for making its continued administration feesi- 
ble. The latter has been accomplished by pre- 
paring what is known as an “ethyl ester” 
from the chaulmoogra oil. The treatment 
has been carried on at the Leprosy Investiga- 
tion Station at Kalihi, Hawaii, the work be- 
ing directed by Dr. J. T. McDonald, director 
of the station. The results of the treatment 
thus far have been so satsfactory that lepers 
come willingly for treatment, a recent inspec- 
tion by Hawaiian health authorities failing 
to disclose a single secreted case of leprosy. 
Following a course of treatment, extending 
over about a year, 48 lepers, treated accord- 
ing to the new method, were paroled in Octo- 
ber, 1919, and to now have remained free from 
disease. At the present time, the treatment 
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has been administered only at the receiving 
station, but it is hoped to provide facilities 
for also treating lepers in the colony at Mo- 
lokai. 

Surgeon General Cumming announces that 
the lepers treated by the new method have 
been under observation for a considerable 
period, and that the decision as to apparent 
cure of each patient has been officially deter. 
mined, not by officers of the Public Health 
Service, but by a special parole board, which 
alone has authority to discharge a patient 
from custody. The Public Health Service is 
now conducting a very careful study of the 
treatment, making detailed records of all the 
cases and taking photographs of the lesions 
once a month. 


Kill The Plague Spreader—The Rat. 

Surgeon General Hugh S. Cumming, of the 
Public Health Service, has urged conumnuni- 
ties throughout the country, and especially 
along the coast, to inaugurate rat-extermina- 
tion and rat-proofing campaigns, as a means 
of removing the foci of plague infection now 
known to exist at New Orleans, Pensacola and 
Galveston, in this country, and at Vera Cruz 
and Tampico, Mexico. Bubonic plague is 
primarily a disease of rodents, especially rats 
and can be effectively controlled by their ex- 
termination. We should also rid ourselves of 
them because of the tremendous economic 
damage they cause. Through the State Board 
of Health, the U. S. Public Health Service 
will co-operate with local health authorities 
and give expert advice as how best to. carry 
on such work. In seaport cities. this work 
will be supplemented by bacteriological labo- 
ratory examinations to determine whether or 
not plague infection is present among the 
rodents. 

It may be of interest to note that, from 
numerous surveys made by the U. S. Public 
Health Service, it is estimated there is at least 
one rat for every person in the United States 
Like estimates have been made for Great 
Britain, Ireland, Denmark, France and Ger- 
many. The annual upkeep per rodent has 


been computed as $1.80 in Great Britain, $1.- 
20 in Denmark, and $1.00 in France. In the 
United States, the rate will probably exceed, 
that of Great Britain. It is said to cost the 
United States $180,000,000 a vear to support 
its rat population, exclusive of mice. 
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Write the U. S. Public Health Service: 
Washington, D. C., for a copy of their bulle- 
tin, “The Rat: Arguments for its Elimination 
and Methods for its Destruction.” 


The Danville (Va.) Health Department, 


Under the direction of Dr. R. W. Garnett. 
health officer, is making headway in that city. 
Three Child Health Centers have been open- 
ed for the summer, with the idea to “Keep 
the Well Child Well.” A trained nurse is 
constantly in attendance, and Drs. P. W. 
Miles, C. L. Bailey, C. B. Pritchett, 1. C 
Harrison, W. B. Fowlkes, W. O. Lee, Samuel 
Newman, R. Bruce James, and J. H. Hawkins. 
Jr., are on hand for an hour apiece a week. 
to give prenatal advice, and instruction in tha 
care of babies up to 2 years, and of children 
of 2 years and over. 

The Dental Clinie for school children has 
been closed until the opening of the next ses- 
sion, but the Adenoid and Tonsil Clinic is to 
be continued during the greater portion of 
the summer. Recognizing the advantages o’ 
recreation and play in safeguarding the health 
of children, an appropriation of $2.500 was 
secured for recreation and organized play 
during the summer. Two playgrounds have 
been equipped and are in charge of a super- 
visor with two paid and volunteer 
assistants. 


several 


Married— 


Dr. Bernard Hewitt Kyle and Miss Putnam 
Watkins, both of Lynchburg, Va.. June 16. 

Dr. John Morehead Emmett, formerly of 
this city but now of Huntington, W. Va., and 
Miss Annie Cleveland Cone, of Richmond, 
June 16. 

Dr. Charles Elroy Llewellyn, Richmond. of 
the class of “16, Medical College of Virgini«. 
and Miss Pearl Ann Shield, Hampton, Va.., 
June 12. 

Dr. William Scarff Wiley and Miss Susan 
Elizabeth Brown, both of Bristol, Va., June 
24, 

Dr. Henry Walker Decker. of Lahore, Va.. 
and Miss Florence Fraser Boston, Warren- 
ton, Va., June 15. Dr. Decker. who is a grar- 
uate of the Medical College of Virginia in the 
class of °19, expects to leave in September for 
Shanghai, China, where he goes as a medical 
missionary. 
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Dr. Zack Perry Mitchell, of the class of °20. 
Medical College of Virginia, and Miss Ella 
Whitlock Tahaferro, of Richmond, June 9. 
They will make their home in Colerain, N. C. 

Dr. Richard Wingfield Vaughan, class of 
‘16, Medical College of Virginia, and Miss 
Marguerite Stoltz, both of this citv, June 19. 


Dr. J. Grady Booe, 

Who has been one of the internes at Stuart 
Circle Hospital, Richmond, since his gradua- 
tion from Medical College of Virginia, leit 
the first of July for Bridgeport. Conn., where 
he will be one of the associate physicians at 
Galen Hospital. 


French War Dead. 

The total number of French soldiers lost, 
during the world recently — offi- 
cially announced, is 1.362.872. Of this nun- 


War. as 


ber, details are unknown as to the fate of 361,- 
854, 


Willmington Hospital Suffers By Fire. 

Fire originating in the operating room of 
the James Walker Memorial Hospital. Wil- 
mington, N. C., on June 22, greatly damage: 
the building, and for a time threatened to de- 
stroy the structure. All patients were remov- 
ed uninjured to a place of safety. The damage 
from fire and water will approximate $22,- 
000. 


University Of Rochester To Have Medical 

School. 

Through the combined gifts of the Rocke- 
feller General Education Board. which con- 
tributed $5,000,000, and George Eastman, of 
Rochester, who gave $4,000,000, the Univer- 
sity of Rochester, Rochester, N. Y., is to have 
a $9,000,000 school of medicine, surgery and 
dentistry, including a 250-bed teaching hos- 
pital. 


Northampton and Accomac Hospital 

Is to be the name of the hospital to be erect- 
ed at Nassawadox, on the Eastern Shore of 
Virginia. Dr. W. J. Sturgis. of Franktown, 
has contracted for its immediate erection, and 
it will cost about $75,000 without furniture 
and fixtures. It will be four stories in height. 
with forty feet frontage and running back 
128 feet. 
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Dr. B. O. Edwards 

Announces the opening of his office and 
laboratory at 15 Haywood Street, Asheville, 
N. C., where he will limit his practice to the 
diagnosis and treatment of tuberculosis. 


Dr. C. C. Coleman, 


Richmond, announces that he has limited 
his practice to Surgery of the Head, Neck and 
Nervous System. As a part of Surgery of 
the Head, Oral Surgery and Surgery of the 
Face will be included. 

Dr. Coleman will continue to fill the posi- 
tion of Professor of Oral Surgery in the Med- 
ical College of Virginia. 


Department Of Anesthesia In Two Medical 

Schools. 

The National Anesthesia Research Society 
announces that the University of Maryland. 
which several years ago created a separate 
department of anesthesia, with Dr. S. Griffith 
Davis as associate professor, has now realizeq 
the importance of this branch and made Dr. 
Davis a full professor in the school. 

Tulane University, New Orleans, which for 
a number of years has had a branch devoted 
entirely to anesthesia under the irection of 
Dr. Carroll W. Allen, has this year given a 
full professorship to the doctor, in charge. 


The American Pediatric Society, 


At its annual meeting recently held in High- 
land Park, Til., elected Dr. John Howland. 
Baltimore, president, and re-elected Dr. How- 
ard Childs Carpenter, Philadelphia, secretary. 


Lynchburg Rotarians Go To Atlantic City. 


Among the members of the Lynchburg Re- 
tary Club attending the International con- 
vention in Atlantic City, June 21-25. were 
Drs. A. W. Terrell and James Morrison. 


Dr. Charles V. Carrington, 
Richmond, has beeen visiting relatives and 
friends in Pittsylvania County, Va. 


Dr. A. M. Brent, 


Heathsville, Va.. was a recent visitor mm 


Baltimore, Md., having gone there on pro- 
fessional 1 ::siness. 
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Dr. James H. Culpepper, 

Of Norfolk, Va., was a visitor in Richmond 
early in June, having come to take part in 
the Middle Atlantic Golf Association Tour- 
nament. 


Dr. and Mrs. F. N. Mallory, 
Lawrenceville, Va., were recent visitors in 
Richmond for a short stay. 


The North Atlantic Tuberculosis Conference, 

A. divisional conference of the National Tu- 
berculosis Association, is to meet in Rich- 
mond, October 7 and 8, with headquarters at 
the Jefferson Hotel. For information with 
regard to this meeting, address Mr. Paul L. 
Benjamin 400-3 Professional Building, Phil- 
adelphia. 


Richmond Has Two Maternal Clinics. 

Two maternal clinics have been established 
by the City Bureau of Health in conjunction 
with the Instructive Visiting Nurses’ Asso- 
ciation—one in the east and one in the west 
end of the city. Two obstetricians will be in 
charge, with two nurses to aid in the work. 
The clinics will be equipped with the latest 
approved instruments for all necessary ex- 
aminations. 


Dr. C. E. Conduff, 
Of Roanoke, Va., is in Chicago, where he 
is taking a special medical course, 


Dr. Charles M. Edwards 
Will on August the first move his offices , 
and residence to 2607 Grove Avenue, this city. 


Dr. and Mrs. J. A. Riffe, 

Who have been located at Clifton Forge. 
Va., for several years, have gone to Covington. 
Va., where they will now make their home. 


Dr. R. Finley Gayle, Jr., 
Has returned to his home in this city, after 
a visit to his parents in Urbanna, Va. 


Dr. and Mrs. Horace Hoskins, 

Of Saluda, Va., recently enjoyed a pleasant 
visit to Ocean City, Md. On their return trip. 
they stopped for a short stay in West Point, 
Va. 












1920.] 


Dr. Edgar W. Young, 
Formerly of McKenney, Va., is now located 
in Petersburg, Va. 


The Southern Railway Surgeons’ Association, 

At their annual meeting, held in Washing- 
ton, D. C., June 2, elected Dr. William A. 
Applegate, Washington, D. C., president, and 
selected Mobile. Ala., for their next place of 
meeting. 


Gift To New York Academy Of Medicine. 

Dr. Abraham Jacobi, who died last July 
and whose estate has just been appraised, gave 
$5,000 cash and books amounting to about 
$4,500 to the New York Academy of Medicine. 


Dr. Edwin Wheeler Buckingham, Jr., 

Lynchburg, Va., has been appointed a med- 
ical missionary to China for the Southern 
Presbyterian Church, and will sail for the 
field of his labors early in October. He was 
a graduate of the Medical College of Virginia 
in the class of ‘18. and served in the navy 
during the war. receiving the rank of lieuten- 
ant, senior grade. 


Dr. J. W. Henson, 

Richmond, announces that after June 10. 
he will be in his office at 103 Professional 
Building from 12 to 1 P. M. and by appoint- 
ment, and wil! be in his office at his residence. 
405 North Allen Avenue, from 6 to 7 P. M. 
Hours on Sunday will be by appointment. 


Dr. and Mrs. J. Allison Hodges, 


Of Richmond, are spending the month of 
July at “Drowsy Waters,” their summer cot- 
age near Montreat, North Carolina. 


Too Much Smallpox In Virginia. 

The fact that the death rate from smallpox 
is comparatively small has made the public 
generally too careless as to vaccination and 
local officials too lax in requiring general in- 
oculation against the disease. During the first 
four months of 1920, there were reported in 
Virginia 1,821 cases, with six deaths, against 
770 reported cases for the same period in 1919 
and ten deaths for the entire year. During 
April of this year. smallpox was reported in 
34 of the 100 counties in the State. South- 
west Virginia has had the bulk of the cases, 
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with Wise County in the lead. Surely the 
above figures should impress upon all doctors 
and health officials the urgent need of enfore- 
ing laws for vaccination against smallpox. 


Dr. J. C. Rutrough, 

Who, upon completing a general post-grad- 
uate course at the New York Post-Graduate 
Medical Sciiool and Hospital, * ated tempo- 
rarily at Shawsville, Va., during the last in- 
fluenza epidemic, has located permanently at 
Blacksburg, Va. 


Psychiatric Sccial Workers Wanted. 

The U. S. Public Health Service has ap- 
pealed to the American Red Cross to begin a 
national campaign for volunteers to be trained 
us psvchiatrie social workers among the 50,- 
000 World War veterans suffering from ner- 
vous and mental diseases in Public Health 
hospital. Nearly 200 additional 
workers will be neded before fall to care 


service 


In accordance wen this re- 
quest, the ‘Fed, Cross seeks volunteers font 
these positions at salaries ranging from $1500 


for such cases. 


to $2,100 a vear, offering summer school 
courses, on a scholarship if necessary, to pro- 
vide trained workers for fall. For full in- 
formation, address American Red Cross. 44 
East 23rd Street, New York City. 


To Take Legal Steps To Secure Birth Returns. 
The State Registrar of Vital Statistics, Dr. 
W. A. Plecker, has decided to take drastic 
action against physicians and midwives who 
persistently fail to comply with the law re- 
quiring the report of each birth to the proper 
local registrar within ten days after such 
birth. These reports are necessary to enable 
county health officers and nurses to 
prompt measures to assist mothers, and td 
carry on child welfare work, in addition tq 
keeping up records of the State office. 

To correct this dereliction, the same meas: 
ures will be adopted in Virginia as have beer\ 
found effective in other States, and names of 
those failing to report cases in required timd 
will be turned over to the Commonwealth’s 
Attorney for action. 


Dr. W. W. Hargrave, 

Lieutenant commander in the U. S. Navy 
on the ship Columbia, has been on a visit to 
his old home in West Point, Va. 


take 
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Dr. Dean B. Cole, 

Who has been medical director of the Vir- 
ginia Tuberculosis Association, with head- 
quarters in Richmond, left the Association 
the last of June and has gone to Belleviv 
Hospital, New York City, to take up speci:! 
work in diagnosis. 


The Richmond Urological Club, 

Organized in April of this year, is com. 
posed of the physicians connected with the 
urological department of the Medical Col- 
lege of Virginia and of those in this city whe 
confine their work to urology. Dr. Robert C. 
Bryan is chairman, Dr, Lawrence T. Price 
vice-chairman, and Dr. A. I. Dodson secre 
tary. 


Dr. J. W. Bowdoin, 

Bloxom, Va., was among those who attend- 
ed the hearing given by the Biological Survey 
cn the migratory bird treaty act, held at Cos- 
mos Club, Washington, D. C.. June 21 and 22. 


Dr. L. E. Stubbs, 
Formerly of Gloucester, Va., is now located 
in Newport News, Va. . 


Dr. Wm. L. Gannaway, 
Until recently of Abingdon, Va., has lo- 
cated in Kingsport, Tenn. 


The State Board of Medical Examiners, 

Meeting in Richmond, the latter part of 
June, had up for examination 65 applicants, 
one of whom was a woman. There were no 
colored applicants. There were, in adiitior 
to the above, twenty who applied by reciproc- 
ity to practice in this State. 


Dr. D. L. Elder, 

Mayor-elect of Hopewell, Va., has tender- 
ed his resignation as coroner of that city. and 
Dr. J. N. Elder has been appointed to fill the 
vacancy. 

Dr. and Mrs. I. Keith Briggs, 

South Boston, Va.. are among those whe 
have recently been motoring through the Val- 
ley of Virginia and were registered in Win- 
chester, Va. 


The American Surgical Association, 

At its meeting this spring, under the presi- 
dency of Dr. George E. Brewer, of New York, 
elected Dr. John B. Roberts, of Philadelphia. 
president, and decided to hold its next annual 
meeting in Toronto. 


[ July. 


The American Public Health Association 

Is to hold its forty-ninth annual meeting 
in San Francisco, September 13 to 17, inclu- 
sive, under the presidency of Dr. W. S. Ran- 
kin, secretary of the North Carolina State, 
Board of Health. The secretary is A. W, 
Hedrich, of Boston, Mass. 


Infant Mortality Rates Lower In Many Large 

Cities. 

According to reports just made public by 
the Bureau of Census, infant mortality rate 
(for children under 1 year of age per 1.00° 
live births) in 1919 compared with the fou 
preceding vears are most encouraging. The 
largest decrease was shown at Lackawanna 
N. Y., where there is an infant home. In this 
city there were 74 infant deaths less in 191s 
than in 1915. Four of the larger Eastern 
cities showed the following decreases in in- 
fant mortality per 1,000 births: New York 
18.2; Philadelphia, 12.5; Baltimore, 19.7; and 
Washington, 23.4. 


Homeopathic School Receives Gift. 

The Board of Trustees of the Ohio State 
University College of Homeopathic Medicine. 
at Columbus, announced the middle of June. 
that Chas. F. Kettering, a Dayton manufac- 
turer and a member of their Board, had made 
the school a gift of $400,000 for medical re- 
search work. 


Dr. E. L. Flanagan, 

Formerly field director in charge of health 
work in Fairfax County, Virginia. for the 
State Board of Health, and since February. 
health officer of that county, has tendered his 
resignation, effective July 15, and will re- 
enter private practice, making his home in 
Richmond. 


Dr. Howard Urbach, 

Of Richmond, was elected physician of the 
Maccabees, at their State convention held in 
Lynchburg, in June. 


Colored People Of Richmond To Build Hospi- 
tal. 

The colored people of this city have launch- 
ed a movement to raise $150,000 for the erec- 
tion of a hospital, where physicians of their 
race will compose the visiting staff of the 
hospital. It is proposed to erect this hos- 
pital as a memorial to colored men who served 
in the world war. 
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St. Philip’s Hospital. 

Opening of St. Philip's Hospital. in’ this 
city, has been delayed until September, owing 
to the fact that supplies have been held up 
This hospital, owned and to be operated by 
the Medical College of Virginia. is for col- 
ored people only. 
be trained to do the nursing in St. Philip's 
Hospital. 


Dr. E. R. Miller, 

Harrisonburg, Va., was elected president of 
the Virginia State Sunday School Associa 
tion, at its annual convention recently held in 
Harrisonburg. 


Colored women will also 


Government Withdraws Support For Social 

Disease Clinics. 

Failure of Congress to make appropriation 
for the campaign against social diseases has 
resulted in the closing of several of these 
clinics in Virginia. So much progress had 
been made in checking the spread of these’ 
diseases since opening the clinics, that the 
Health Department of Richmond hopes. to! 
continue the work so long as funds are avail- 
able. 


Mobile Loses Medical School. 

Decisions returned by the Supreme Court 
of Alabama have dissolved the injunction re- 
cently issued by the circuit judge of Mobile. 
restraining the trustees of the University of 
Alabama from removing the medical depart- 
ment of that institution from Mobile. 


Red Cross Roll Call. 

The fourth Red Cross Roll Call will be held 
from Armistice Day, November 11, to Thanks- 
giving Day, November 25, next. Hereafter, 
every anniversary of the end of hostilities in 
the World War will be the occasion for the 
American public to renew their Red Cross 
allegiance through dollar memberships. This 
money will be used to further the gigantic 
peace time activities of the American Red 
Cross. 

British To Have Dental Clinics. 

The British government, having recently 
awakened to the deplorable condition of the 
average Englishman’s teeth, has determined, 
through its Ministry of Health. to establish 
dental clinics in all parts of the kingdom. 
and will spend more than $250,000,000 on this 
work. 
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The Modern Hospital Publishing Company 

Announces the removal of its editorial and 
business offices to the Modern Hospital Build- 
ing, 22-24 East Ontario Street, Chicago, Ill. 

The Modern Hospital Building, which is 
only a few blocks from the building long oc- 
cupied by the American Medical Association 
and very near the new home of the American 
College of Surgeons, will house not only 
offices of The Modern Hospital, Modern Hos. 
pital Year Book, and Modern Medicine, but 
also national headquarters of the American 
Hospital Association, and the National Cath 
olic Welfare Council. It will thus be a cen- 
ter of national hospital. health and welfare 
activities. 


Dr. E. C. Bryce 

Announces the opening of his office at 603 
East Grace Street, this city. His practice, 
will be limited to Ear, Nose and Throat, Di- 
rect: Bronchoscopy and Laryngoscopy. 


Hospitals are Supported by Lotteries. 


In the Dominican Republic. all the hospi- 
tals are supported by lotteries. Evidently the 
lottery busines has not been over flourishing. 
for some of the hospitals are running at one- 
third of their capacity, according to the med/ 
ical survey of that country recently made by 
the American Red Cross, which is going to 
help to clean up the country. Medical facili- 
ties have been totally inadequate. there being 
only one physician for every 8,700 people. 
Twelve dispensaries for the treatment of ve- 
nereal diseases have been established by the 
Red Cross. which plans to send enough equip- 
ment to bring the Municipal Hospital in 
Santo Domingo City up to standard, and wilt 
pay the salaries of a chief nurse and assistant 
for a vear or so, that they may start a train- 
ing school for native nurses. A doctor will 
also be sent to administer the little hospital 
in the town of Seybo, in the Southeastern 
Province, for a vear. A donation of $2400 
will be made to the Dominican Chapter of 
the Red Cross for the maintenance of this 
hospital. 

Road-bvuilding. sanitation and education are 
the most important needs of the country. 
When it came under the military government 
of the United States, there were only 5.000 
children in schools: now there are 100.000. 
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United States Blind Population. 

The 1910 census reported 57,272 blind per- 
sons in the United States. A special follow- 
up schedule conducted by the Bureau of 
Census showed that 4,463 of those reported 
blind by enunmerators were not blind. Re- 
turns from 29,242 blind persons gave both 
parents blind in 31 cases; one parent blind 
ir 1,042 cases; neither parent blind in 27,580 
cases: no return made as to vision of par- 
ents in 489 cases. 


Another Sanatorium For Tuberculous Soldiers. 

The magnificent tuberculosis sanatorium 
heretofore operated by the Army authoritie 
at Fort Bayard, New Mexico, has just been 
transferred to the U. S. Public Health Service 
and will soon be available for treating dis- 
charged disabled soldiers. It is splendidly lo- 
cated, not far from Silver City, and conver 
iently accessible on the Santa Fe Railroad. 
The climate permits outdoor life for a larg: 
part of the vear. 

The Fort Bayard Sanatorium will provir' 
the Public Health Service with 1,000 addi 
tional beds, and will treat only ambulatory 
cases of tuberculosis, in which the prognosis 
is favorable. Patients for the new sanato- 
rium will probably be drawn principally from 
the middle and southwest sections of the coun- 
try, as experience has shown that removal of 
patients far from their homes often has an 
unfavorable effect. 


Japan Again Visited by “Flu.” 

It is announced that influenza has again 
appeared in Japan in epidemic form. The 
total number of cases reported since it first 
broke out last year is 2,285,000 with 119,000 
deaths. 


Typhus and Cholera In Poland A Menace to 

United States. 

Owing to the fact that Polish emigration 
to the United States is increasing daily, the 
incidence of typhus and cholera in Poland is 
considered a grave danger to the United 
States. Maj. Gen. Rupert Blue, who was sent 
to Europe to investigate health conditions, 
has cabled Washington that additional sur- 
geons should be placed at northern European 
ports to inspect all third-class passengers for 
America, as a means of checking the impor- 
tation of these diseases to this country. 


[ July, 


Obituary Record. 
Dr. George E. Meredith, 

A well known physician of King William 
County, Va., died at his home in Lanesville, 
June 9, shortly after suffering a stroke of 
paralysis. His widow and small son survive 
him. Dr, Merelith was fifty-six years of age 
and received his diploma in medicine from 
the University of Maryland, Baltimore, in 
1886. 

Major-General William C. Gorgas, 

Former surgeon-general of the U. S. Army, 
died July 4, in London, England, as the re. 
sult of a stroke of apoplexy, complicated with 
Bright’s disease. He was in London, prepar- 
atory to going to West Africa in behalf of 
the British government to investigate sanitary 
conditions. His wife and several American 
officers were with General Gorgas during hi: 
iliness. His body is to be brought to this 
country on an American transport. 

General Gorgas was born in Mobile, Ala., 
October 3, 1854, was graduated in medicine 
from Bellevue Hospital Medical College in 
ig79, and entered the medical service of the 
U. S. Army in 1880. He was appointed sur. 
geon-general of the U. S. Army March 4. 
1915. As a boy, he spent a short time in this 
city, while his father, a Confederate general. 
was chief of the Confederate ordnance office 
in Richmond. He was one of the world’s 
greatest sanitarians and authorities in mili- 
tary medicine and surgery. His work in the 
Canal Zone against yellow fever made possi- 
ble the completion of the canal, and his cru- 
sede against this and other plagues will make 
his name one always to be remembered in the 
history of medicine. Shortly before starting 
for West Africa, he had returned from a 
medical mission to Central and South 
America. Modern medicine has suffered a 
great loss in hs death. 

Zarly in his illness, General Gorgas was 
visited by King George, who conferred upon 
him the Order of Knighthood in recognition 
of his great medical services to the world. The 
funeral was held at St. Paul’s Cathedral, Lon- 
don, July 9, at noon, with full military hon- 
ors. The services were arranged by the Royal 
Society of Medicine, and were attended by a 
delegation from this society, representatives 
of King George and the royal family, and of 
the British and American armies and navies. 
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